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Gan HEAVY-DUTY SERVICE iz the OPERATING ROOM 











One of the newer tables for all-round work in 
the major operating room is the Scanlan-Morris 


S This 


is a sturdy well-constructed simply designed 


eneral operating table illustrated above. 


table, intended for heavy-duty hospital service. 
It provides a range of elevation of the table top 
from 31” to 41” in height. The table base 
allows the casters to be raised so that the table 
rests directly on the floor, providing maximum 


stability in all positions. A removable headrest 


Scanlan-Morris Operating Table 
at John C. Proctor Hospital 


Peoria, Illinois 


section permits accommodation of special head 
pieces for nose and throat work. Excellent chair 
positions for specialty surgery are easily ob- 
The table 


anesthetist’s position, and all adjustments are 


tainable. is controlled from the 


secured by quiet, easy-working, positive-action 
mechanism. 


Illustrated catalogs on modern surgical equip- 


ment will be gladly sent on request. 


SCANLAN-MORRIS COMPANY 


Hospital Equipment and Sterilizing’ Apparatus 


MADISON, WISCONSIN 


OPERAY LABORATORIES , 
Surgical Lights 


STILLE DIVISION 
Surgical Instruments 


SCANLAN LABORATORIES, INC. 
Surgical Sutures 





MCIAL SCIENCES 


D&G Atraumatic s 
leading surgeons in’ 
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FEATURES OF THE D&G ATRAUMATIC NEE 


1. Superior strength at sleeve gee 
bending or breaking at this point. 


‘o- 
2. Denticulate sleeve structure dhe 
vides vice-like anchorage to suture. 
it cannot pull out. 


re- 
3. Exclusive swaging eet 4 
vents injury to suture while e 


streamlined jointure. 


m grips 
4. Points designed for reaay penetra 5. Plane-ground shaft insures firm gti 


‘ older. 
al laceration of bloo ps sage set 
tion and minim ret 

vessels. 











D& G Micsltdasic sutures include plain sietcltbadit catgut, 
silk, linen; cotton, and Dermalon* (processed from nylon.) 
These materials—in all required sizes—are armed with cut- 
ting: ‘or taper point needles in a wide variety, of shapes and 
sizes. Only D&G offers so broad a range of suture-needle 
combinations. Space here does not permit descriptive list- 


ings “which, however, are available and will be supplied 
on requ : “ eer * Registered trade-mark 
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ulfa Drugs 


KNOW NO SEASON 


Every hospital pharmacist who strives 

serve adequately the drug requirements of 
his staff maintains representative stocks 
of Lilly sulfa drugs in all the forms and sizes. 
Sulfa drugs know no season, are in steady 
demand throughout the year. Sulfa drugs 
bearing the Lilly Label are characterized by 


uniformity in appearance, accuracy of dos- 


age, rapidity of disintegration, and by their 


dependable therapeutic value. 











LILLY 
SULFA DRUGS 


Sulfadiazine 
Sulfamerazine 
Sulfanilamide 
Sulfapyridine 


Sulfathiazole 
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NOTRUX 


releases 2 men 
for other duties 


Fast. mechanical loading and unloading 
with a NOTRUX Extractor cuts man-hours 
over 300%. Enables one operator to do the 
work of three. Only 60 seconds to change 
containers and start next load. Also elim- 
inates unproductive waits at flatwork ironer, / 
tumblers and presses. And with no manua 
handling, linen replacement and mendi 
costs go down. 


It will pay you to find 
out how many man- 
hours you can save by 
installing NOTRUX in 
your laundry depart- 
ment. No obligation. 
Write today. 


‘nS i II 


Loaded containers be- 

sing hoisted from 54” 

OTRUX Extractor 

St. Luke’s Hospital, 

veland. Containers 

‘ fe Kt m travel by over- 

Two 50” Ni ' monorail to flat- 
tractors, +k 

Hospital, Ch 


One ‘set 


for loa 
into 48” 
Memorial 


RICAN LAUNDRY 
INERY COMPANY 


CINCINNATI 12, OHIO 
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IODINE 
in wound antisepsis 


* Iodine accomplishes its germicidal 
action with minimal irritant action 
and without interfering with the nor- 
mal healing rate of the tissue. Clinical 
evidence collected over a long period 
shows that effective wound antisepsis 
without irritation is achieved by the 
use of proper Iodine solutions. 


Iodine 1s convenient and is economic- 
ally fitted into the pre-operative rou- 
tine. It maintains its effectiveness in 
the presence of foreign proteins and 
its activity is of long duration. 








| Pee 


Daria 
Bike 








Iodine Educational Bureau, Inc. 
120 Broadway, New York 5, N. Y. 























HOSPITAL 
ASSOCIATION 
MEETINGS 


May 3, 4—North Dakota Hospital Association, 
Fargo. 

May 8—Mississippi State Hospital Association, 
Jackson (Heidelberg Hotel). 

May 8—Maryland-District of Columbia Hospital 
Association, Hagerstown. 

May 10, 11, 12— Michigan Hospital Associa- 
tion, Chicago. 

May 10, 11, 12 — Tri-State Hospital Associa- 
tion, Chicago. 

May 11—Hospital Association of the State of 
Illinois, Chicago (Palmer House). 

May 11, 12, 13—New Jersey Hospital Associa- 
tion, Atlantic City (Hotel Claridge). 

May 14, 15, 16— Minnesota Hospital Associa- 
tion, St. Paul. 

May 15, 16—Florida Hospital Association, Jack- 
sonville. 

May 17, 18—Carolinas-Virginias Hospital Con- 
ference, Asheville, North Carolina (Battery 
Park Hotel). 

May 22, 23, 24, 25, 26—Catholic Hospital As- 
sociation, St. Louis, Missouri (Kiel Municipal 
Auditorium). 

May 24, 25, 26 — Hospital Association of New 
York State, Buffalo (Hotel Statler). 

May 26—Arkansas Hospital Association, Little 
Rock (Albert Pike Hotel). 

June 20, 21, 22—Maritime Hospital Service As- 
sociation, Inc., St. John’s Province, New Bruns- 
wick (Admiral Beatty Hotel). 

October 2-6—American Hospital Association, 
Cleveland (Hotel Statler and Public Auditor- 
ium). 


Other Meetings of Interest 


May 8-14—Second War Conference on industrial 
medicine, hygiene and nursing to be held by 
the American Association of Industrial Physi- 
cians and Surgeons, American Industrial Hy- 
giene Association, National Conference of 
Governmental Industrial Hygienists and Amer- 
ican Association of Industrial Nurses, St. Louis 
(Hotel Jefferson). 

June 5-8—Biennial Nursing Convention to be held 
by the American Nurses’ Association, National 
League of Nursing Education and National 
Organization for Public Health Nursing, Buf- 
falo, N. Y. (Buffalo Memorial Auditorium). 
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Home again, home again . . . and 
now what! Shall you return to the 
routines which fit you like a tailor- 
made before you left, but which 
will burst at the seams if you try 
to pour yourself into them again? 
You can try. But if you have a pre- 
monition of what will happen, why 
not leave the incumbent in charge 
and find for yourself an opportu- 
nity with the broader horizons you 
now require? 


Through our service, men and 
women with backgrounds of medi- 
cal, scientific or hospital training 
and experience are rapidly finding 
the appointments with which they 
are most ready to identify them- 
selves—the new selves which have 
come back. Whether your prema- 
ture release from military service is 
based on a birthday or a physical 
complication, our facilities are at 
your disposal. We can send you 
broad surveys of appointments most 
deserving of your consideration. 
We can handle negotiations be- 
tween you and a client having an 
opportunity which interests you .. . 
and these negotiations are com- 
pletely confidential. 


If we may be of service to you, 
write for our analysis sheet today 
and we shall be glad to write you 
in great detail concerning the ap- 
pointments now available. 


M. BURNEICE LARSON 


Director 


The Medical Bureau 
PALMOLIVE BUILDING 
CHICAGO 11 
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a MAY talk a great deal 
about his religious views. He 
may proclaim his beliefs in a seri- 
ous vein, a cynical vein, or an athe- 
istic vein. The true test of his sin- 
cerity comes, however, when he is 
near death, for at that time he will 
embrace the philosophy which is 
ingrained in his heart. 

So is it with members of our 
national government. The New 
Deal has strongly advocated state 
medicine, and yet the newspapers 
have recently 
informed us 
that one of 
the inner cir- 
cle, a staunch 
supporter of 
the New Deal, 
has been 
transferred 
from one of 
the foremost 
government 
hospitals to a 
voluntary hospital to be treated for 
a serious illness. This individual 
speaks most sincerely and eloquent- 
ly to the American people as to his 
true estimate of voluntary hospitals. 

x«nx 

The Murray-Wagner-Dingell Bill 
continues to hold the spotlight in 
the health field. Other matters may 
create, for the time being, diverting 
problems; but their solutions are 
soon found. When these problems 
are cleared away, we still have fac- 
ing us the Murray-Wagner-Dingell 
Bill. It also holds the center of pub- 
lic attention and interest. Nine out 
of ten persons outside the hospital 
field, when discussing hospital prob- 


lems, wish to learn about the com- 


pulsory health program, as _pro- 
posed in the Murray-Wagner-Din- 
gell Bill, and to know what effect 
it will have upon them. They seem 
not to be as interested in the im- 
provements being made in the 
standards of hospitals. These are 


taken for granted as things which 
the hospitals can be depended upon 
to do. People are willing to accept 
the curtailment of luxuries and en- 
dure inconveniences in the hospi- 
tals during this period without a 
great deal of concern, but they are 
definitely concerned and interested 
in the matter of this proposed com- 
pulsory health program. 

This public interest presents a 
challenge to the American Hospital 
Association—a challenge for us to 
find out what the American people 
really want, to explain to the pub- 
lic the meaning and value of their 
voluntary and other hospitals, and 
to inform them regarding the ac- 
tivities of the American Hospital 
Association toward the promotion 
of the future progress of hospitals. 

kkk 

You will be interested in the re- 
cent exchange of greetings and good 
wishes between our own Associa- 
tion and the British Hospital Asso- 
ciation. 

A cablegram, dated March 23, 
was received by your president a 
few days ago, which read as follows: 
“The British Hospital Association 
in convention assembled deeply ap- 
preciates the message of goodwill 
brought by their member represent- 
ing the London Metropolitan Hos- 
pital from the American Hospital 
Association convention at Buffalo; 
and, in reciprocating warmly such 
kindly greetings, rejoices in the feel- 
ing of comradeship with you in the 
service of the sick and suffering.— 
Signed, Bernard Docker, chairman.” 

This message was acknowledged 
in the following letter from your 
president: “We have received the 
cablegram sent by you, as chairman 
of the British Hospital Association, 
extending the greetings and good 
wishes of your organization to the 
American Hospital Association. It 
was a very great pleasure for us to 
have your representative in attend- 
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New Curity sutures REDUCE tissue irritation 


266 U8 008.099. 





LEUCOCYTE COUNT PER UNIT:AREA « 


AT 1 DAY 
*AREA=.014 mm.? 


Graph shows comparative tissue irritation in terms of leuco- 
cytic response. Curve A is typical of reactions to catgut 
sutures tested which contain appreciable quantities of resid- 
val sterilizing medium. The test of Curity Catgut Suture 
shows minimum irritation as a direct result of its reduced 
content of residual sterilizing medium. 


AT 7 DAYS 


AT 14 DAYS 
sieialh 





Biological tests on various non-boilable catgut 
sutures bought in the open market show that 
the intensity of tissue irritation following the 
use of non-boilable catgut is directly and meas- 
urably affected by the amount of residual steri- 
lizing medium present in the finished suture. 
Tests also demonstrate that normal healing is 
retarded by the presence of residual sterilizing 
oil. All sutures tested contained this residue in 
amounts varying from a trace to as high as 14%. 


This irritant residue is a result of the accepted 


standard high-heat process used in sterilizing non- 
boilable catgut. 


But a recent Bauer & Black refinement of that 
process reduces and controls the amount of residual 
sterilizing medium present in Curity Non-boilable 
Catgut Sutures to a minimum which is no longer 
significant in tissue response. 


Thus Bauer & Black research offers you a 
suture which causes demonstrably /ess tissue irri- 
tation, contributes to dependability of the rate of 
absorption and permits speedier wound healing. 


New Curity Sutures permit SPEEDIER healing 





Graph shows progress of healing in 
terms of fibroblastic activity. Curve 
A is typical of results observed in 
catgut sutures which contain appre- 
ciable amounts of residual sterilizing 
medium. Lower content of such resi- 
due in Curity Catgut Sutures is re- 
flected in accelerated fibroblastic 
response ... as shown in Curity curve. 
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ance at our Buffalo meeting, and we 
hope that we may have such a privi- 
lege many times in the future. We 
are deeply gratified by the feelings 
of comradeship and singleness of 
purpose which exist between our or- 
ganizations. I take this opportunity 
of expressing to you my personal 
greetings and best wishes.” 
xn 

One of the most interesting and 
significant meetings of the past 
month was the conference on medi- 
cal care and health services for 
rural people. This meeting was 


sponsored by the Farm Foundation 
under the able leadership of Henry 
C. Taylor, director of the founda- 
tion, and Miss Elin Anderson, di- 
rector of health study. Conferees 
were in attendance from all parts 
of the United States. The meeting 
was called to consider ways and 
means by which rural people might 
obtain more adequate medical care 
and health services and share more 
fully in the benefits of modern med- 
ical science. 

The conference was purely edu- 
cational in its character, and the 





Home now...to sleepless dawns 
and anxious ecstasies 


HomE To start the life-time job of being Dad and Mother 


& to formulas and diapers and work 
7>* ecstasy 


and unexpected pangs of 


Home to unbelieving pride the day he walks 
they’re sure they understand his moist sweet garbled sounds 
moments of half-vexed smothered laughter as he craftily explores the tender 


limits of his father’s temper. 


From now clear through this new young life he’d have the authority, the 
prestige of your hospital standing strong beside his own name 


mented, provable, unquestioned 
Certificate. 
A Hollister certificate 


a superintendent proud to sign his name 


on a Hollister Copyrighted Birth 


lithographed with dignity and taste to make 


on good strong all-rag 


parchment to stay strong and useful a lifetime and beyond 
constant proof of dates, identity, and heritage. 
You could have samples if you’d ask. 
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delegates were not asked to commit 
themselves to any particular point 
of view. Conferees were serious, in- 
telligent, unbiased, and fortified 
with facts as to their situations. 
They stated their needs and had 
statistics to substantiate their re- 
marks. 

All felt that geographical and 
economic conditions make it im- 
possible for one national standard 
to be applicable. It was emphasized 
time and time agaim that conditions 
should be corrected in the home 
community. It was pointed out that 
most unapproved hospitals in the 
country are in rural areas, indicat- 
ing that the hospitalization in most 
cases is not up to the standards at- 
tained in urban centers, although 
it was not thought to be necessary 
to duplicate the organization found 
in large cities. 

It was very markedly pointed out 
that in the poorer and more sparsely 
settled areas there was less care, and 
in these centers the hospitals were 
used less per capita than in other 
areas. 

This conference was truly democ- 
racy functioning. Here the repre- 
sentatives of a large section of our 
population pointed out the inade- 
quacy of our present system, and in 
a democratic and orderly manner 
asked those responsible for the 
health programs to aid them in cor- 
recting it by giving them services to 
which they felt they were entitled. 
The needs of these people should 
not be considered lightly by the 
American Hospital Association in 
developing its postwar program. 


xk 


The writer has observed, in at- 
tending various state and sectional 
meetings, that the administrators of 
hospitals are still more concerned 
with problems of detail (such as 
employees eating from _ patients’ 
trays) than in the greater problems 
involving far-reaching policies. The 
hospital executive must develop a 
broader perspective if he is to lead 
his hospital in rightly carrying on 
a health program in the community. 
Until this is done, the hospitals will 
not serve their communities to their 
utmost potentialities. 


and Pio, 
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yo" CAYLOR Fir DISSECTING SCISSORS 


@ Here’s a new fine dissecting and operating scissor 
which, we believe, fills a long-felt want. This instru- 
ment — shown above in precise full size — 61/4,” 
long — will stand up under the hard usage of dissect- 
ing, especially where tough fibrous tissue is to be 
incised, or scar of thick inflammatory tissue is to be 
dissected. 

These NEW Caylor fine Dissecting Scissors will 
CUT — and cut easily and perfectly — without spring- 
ing — and continue their satisfactory service for a 
long, long time. The blades have the same curve and 
the points are shaped much like the widely used 
Metzenbaum scissors. 


But the new SCREW PLACEMENT is the secret 
of the effectiveness of this new scissor, developed 
in cooperation with Dr. Harold D. Caylor, General 
Surgeon, Caylor-Nickel Clinic, Bluffton, Ind. 

These new American-made, Weck-made, Caylors 
are now available for immediate delivery, in 
CRODON, the Chrome-plate of Quality, at $3.00 


sXe h'YZ-] go MA AA -Yel Gs a Ole EE I a Yon 


INCREASE CUTTING POWER BY... 


/ SCREW 
PLACEMENT 


NY 
A STAR has been added to the 
Weck “E” flag for continued excel- 
lence in production of surgical in- 
struments for our armed forces. 


each, under the Weck liberal guarantee — either they 
please you and your surgeons and live up to our state- 
ments herein or money fully refunded on request. 


* * * 


ASK FOR FREE reprint from June 1942 issue of American 
Journal of Surgery, of the article by Dr. Caylor describing in 
detail these fine new fine dissecting scissors and how they 
came to be made. 


Manufacturers Surgical Instruments 


Founded 1890 


SURGICAL INSTRUMENT REPAIRING. * HOSPITAL SUPPLIES 


135 Johnson Street Brooklyn, N. Y. 
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TIME 


... for sale 


All administrators have a 
common problem—every 
day is too short. 

Pressing problems wait 
because they take more 
study than the administra- 
tor has time to give. 

For help in exploring and 
evaluating the facts of any 
such problem, the compe- 
tent staff of Hospital Re- 
search Corporation can be 
confidently relied upon. 

Personnel, food control or 
any other hospital opera- 
tion requiring research falls 
within the experience of this 
aid to the busy administra- 


tor. 


Hospital 
Kesearch 
oration 


FIRST NATIONAL BANK BLDG. 


CHICAGO 3, ILLINOIS 

















Look to Our Ethics 


Advises N. W. FAXON, M.D. 
Director, Massachusetts General 
Hospital, Massachusetts Eye and 
Ear Infirmary 


There is an old Yankee proverb 
that “One should not look a gift 
horse in the mouth.” Nevertheless, 
it may be worthwhile for us to in- 
spect the mouths of some of our 
gift horses, particularly those that 
come from persons or firms with 
which the hospital has business 
relations. 

Certain ethical relations are gen- 
erally accepted and are clearly set 
down in the Code of Ethics for 
Hospitals, adopted by the American 
Hospital Association. One of these 
is, “Gifts and donations should not 
be solicited from business houses 
on the basis of making a return for 
business granted.” 

The iniquity of a “Quid pro 
quo” is so obvious that it need not 
be argued. Thoughtful considera- 
tion of this statement suggests, 
however, that it is too mild and too 
liberal. I believe that it might bet- 
ter have read, “Gifts and donations 
should not be solicited or accepted 
from firms with which the hospital 
has business relations.” 

However good the intentions of 
a superintendent may be, he cannot 
overcome the mental handicap of 
being under obligations to one 
from whom he or his hospital has 
received a gift. No matter how dis- 
interested a firm and its representa- 
tive may profess to be, as regards a 
donation, they can never escape 
feeling that the hospital owes them 
favorable consideration for such 
assistance. Business should be busi- 
ness and gifts and donations have 
no place in such relationship. 

Therefore, hospitals, however 


‘great their financial need, should 


not solicit gifts or donations from 
tHeir business associates. To depart 
from this rule will surely result in 
ethical deterioration with the 
breaking of former upright busi- 
ness relationships. 


Organize the Auxiliaries 


Suggests RUSSELL C. NYE 
Superintendent, Dallas City-County 
Hospital System, Dallas, Texas 


An expansion of the program of 
individual hospital auxiliaries in 
the public relations field has been 
applied in the organization of one 
state hospital association. Associate 
membership was extended to the 
hospitals’ women’s auxiliaries on a 
statewide basis. These goodwill am- 
bassadors, for all hospitals, can 
plan a program of mutual under- 
standing of the contacts it is neces- 
sary for hospitals to maintain be- 
tween an institution and its public. 

Graham Davis says the horse and 
buggy hospitals must go. It is time 
to take an inventory of hospitals 
and clinics within a state which 
have procrastinated re: raising the 
level of their services to meet mini- 
mum standards for approval by our 
accrediting agencies. In this one 
phase alone a statewide organiza- 
tion of women’s auxiliaries can be 
instrumental in creating public 
feeling in these lagging areas. These 
women will desire to inform them- 
selves on topics relating to medical 
science and policy, to public health 
and welfare, which will be discussed 
by physicians who can speak with 
authority on such current issues. 

On a state basis the auxiliary will 
raise its sights to a comprehensive 
program of hospital issues while 
concurrently carrying on the splen- 
did volunteer programs in its re- 
spective hospitals. 

The state hospital association 
can anticipate the formation of a 
planning group in the auxiliary 
membership. The interest of this 
group no doubt will be principally 
directed towards: 

1. Fact finding. 

2. Adequate hospital facilities of 
the required types situated to meet 
local needs. 

3. Lend support to development 
of plans for such prepayment by 
patients of hospital, medical or 
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Fo, SescinlgHt 


Names like Pasteur, Lister, Harvey, Curie, stand for out 


standing individual achievement in science and medicine. These 


men, through specializing, earned the respect and confidence 
due - master. ¢ In our humble way, we have tried to make the 
name Rhoads synonymous with hospital textiles. For more than 
fifty years we have concentrated on one problem—the particular 
textile requirements of hospitals and how they can be fully and 
economically met. ¢ Even under today’s difficult conditions, that 
specialized experience is proving extremely helpful to hospitals 


in literally every nook and corner of the country. 


RHOADS & GOMPANY 
Shiladelphia 


SP ECtAELS ES IN HOSPITAL op ey me eS S §.N.C 8 a 
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similar bills as is acceptable to hos- 
pital administrators. 


Such a concept for a state organi- 
zation of women’s auxiliaries will 
depend upon the degree of consci- 
ousness of civic responsibility of the 
women within a state. 


Ecuador Moves Ahead 


Reports HERMAN J. GRIMMER JR. 
Senior Hospital Administrator 
Division of Health and Sanitation 
Institute of Inter-American Affairs 
Guayaquil, Ecuador 


I have just received my February 
copy of Hospirats, which of ne- 
cessity always arrives late. As usual 
I read it from cover to cover (in- 
cluding all the ads) not only for the 
varied articles and departments, 
but also because it is one of the few 
contacts I still retain with modern 
hospital procedures and late infor- 
mation. I get great pleasure out of 
the magazine. 

I was particularly interested in 
the news item about the First Inter- 
American Hospital Association In- 
stitute held in Mexico City, because 


I attended the Institute as senior 
hospital administrator for the Divi- 
sion of Health and Sanitation of 
the Institute of Inter-American Af- 
fairs in Ecuador. 


In the list of Latin-American 
countries named as being represent- 
ed at the Institute in Mexico, you 
omitted the country of Ecuador. 
Besides myself, there were two bona 
fide Ecuadorian doctors who at- 
tended the full time Course. These 
men returned to Ecuador with me. 
From two sources of information, 
I learn that these men are already 
putting into effect some of the 
things they learned at the Institute. 


The country of Ecuador is great- 
ly interested in the program of 
health and sanitation and there is 
a promising expansion in this field. 
There is the construction of many 
new hospitals and public health 
centers, clinics, a national school of 
nursing, repairing and expanding 
existing hospitals, and extensive 
work being done in sanitary engi- 
neering. 

The Institute of Inter-American 
Affairs is doing a very fine job in 


assisting the Ecuadorian authorities 
with their health and sanitation 
problems and the Ecuadorian peo- 
ple are entering this field whole- 
heartedly, financially and other- 
wise. 


Discourage Job ‘Piracy’ 

Says MYRTLE DE YOUNG, R.N. 

Superintendent, Mather Memorial 

Hospital, Port Jefferson, N. Y. 

For a hospital superintendent to 
circularize the field to obtain an 
anesthetist in these times of stress 
and strain seems almost unthink- 
able. Yet, it has happened. 


Our anesthetist—who, by the-way, 
is perfectly happy and contented— 
brought to my office a circular set- 
ting off the joys of working for a 
certain hospital, and asking the re- 
cipient of the circular to get in 
touch with the hospital. It had no 
ill effects here, but it might easily 
disturb some anesthetists and make 
them unhappy in their work. 


Do you agree with me that this 
is not the thing to be done? 





FINE ARTERY FORCEPS—-FOR ALL PURPOSES 











Ginest Domestic Quality 








CHROME PLATED FORCEPS 


GO-480 
GO-484 
GO-512 
GO-514 
GO-524 
GO-530 


Halsted, straight, 5” 
Halsted, curved, 5” 
Kelly, light, straight, 5!/2” 
Kelly, light, curved, 5!/2” 
Pean, straight, 6!/,” 
Pean, curved, 61/4” 








GO-560 Ochsner, straight, 6!/4”, Ix2 teeth 


GO-562 
GO-630 


Ochsner, straight, 7/44”, 1x2 teeth 
Rankin, straight, 6!/4” 





STAINLESS STEEL FORCEPS 


GO-496 
GO-498 
GO-520 
GO-522 
GO-548 


Halsted, straight, 5” 
Halsted, curved, 5” 
Kelly, light, straight, 5!/2” 
Kelly, light, curved, 5!/>” 
Pean, straight, 6!/4” 

















GO-584 Ochsner, straight, 6!/4”, Ix2 teeth 
GO-586 Ochsner, straight, 7!/4”, 1x2 teeth 


GO-596R Kocher, straight, 5!/>”, 


Ix2 teeth 


GO-634 Rankin, straight, 6!/4” 
GO-646 Crile, straight, 5!/>” 
GO-650 Crile, curved, 5!/” : 





In less than dozen lots prices slightly higher. 


The more generally used artery forceps shown 
on this page are representative of our large 
and varied stocks of the finest domestic pat- 
terns available. All have mortise locks, are 
carefully constructed and finished to give you 
long and satisfactory service—and at most rea- 
sonable prices. Immediate delivery. 


Onder Now 


te —® 


Immediate KINO AGST EAN 


Delivery 


SURGEONS? INSTRUMENTS \D/nCC) HOSPITAL SUPPLIES & EQUIPMENT 


OGDEN AVE~ VAN BUREN ond HONORE STREETS 
CHICAGO 12 ILLINOIS 
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STAINLESS 
STEEL 2 


one of the century’s most significant indus- 
trial innovations. Solved the corrosion 
problem... brought a new kind of steel 
combining high tensile strength with ex- 
ceptionally high ductility... provided 
greater resistance to heat... lighter weight 
...and a clean, thoroughly polished sur- 
face such as industry was looking for! 





IN ITS FIELD 


TODAY, certain grades of stainless steel are considered by many metallurgists 
as ideal for certain manufacturing purposes. Through new combinations of 
alloys . . . more intensive study of steel structure . . . research is constantly 
increasing the industrial usefulness of this marvelous product. Pioneers in the 
adoption of many industrial innovations, the J. Sklar Manufacturing Company 
was among the first to use stainless steel in the making of surgical instruments. 
Quality materials . . . quality workmanship . . . half a century of “know how” 
... that’s why the name SKLAR is synonymous with surgical instruments that 
are tough, resilient, durable, dependable . .. why SKLAR is first choice of the 
profession . . . Sold only through accredited surgical instrument dealers. 


LONG ISLAND CITY, N. Y. ee 
\ y 


iT 


A complete catalog of 
N) dlelamitigelicel Matiidal-tiis 


will be provided on request 


DELEE'S OBSTETRIC FORCEPS, CORRECT PATTERN, STAINLESS STEEL 
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HALL No. 1902 PSYCHOPATHIC or 
EPILEPTIC BED 


Illustrated with National Bottom, Atlasite Cast- 
ers. Size: 3 feet x 6 feet 6 inches (inside). Finish: 
Hard Baked Enamel. Color: White or any plain 
color. 








This is an extra heavy and substantial bed 
eminently fitted for its purpose. Sides fit into 
head and foot before bottom is put in place. 
These stationary sides rise 7 inches above the 
spring. Low enough for the patient to get in or 
out, but sufficiently high to prevent restless 
patients from rolling out. Machine bolts through 
the corner plates lock this bed together; it can- 
not be taken apart without using a wrench. 


FRANK A. HALL & SONS, New York, N. Y. 


Offices: 118-122 Baxter St. Salesrooms: 200 Madison Ave. 


Member of Hospital Industries’ Association (Entrance on 35th St.) 


New York 13, N. Y. New York 16, N. 
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MADE TO 
MEASURE 


can conserve 5 te gk Top Them All in 
your time = Style and Service 
and keep f * 


ae Training School 
! Outfits 
Individually Tailored 


HOSPITAL ABSTRACT SERVICE |. : j/— pags 


Abstracts are printed on 6x4 cards, self-indexed if School’s Requirements 
and ready to file. Each month the editor, Dr. W. e 

P. Morrill, searches through over 100 journals— aie 

professional, technical and scientific—and presents Wa. =a Send for Samples 
in this service the essential subjects valuable to f and Prices 
hospital executives. KEEP UP TO DATE by using / 

HOSPITAL ABSTRACT SERVICE. May we send you 
complete details? 








y ND. 
a re Cc. D. WILLIAMS & COMPANY 


Se lave « 246 South Eleventh Street, Philadelphia 7, Pa. 


PHYSICIANS’ RECORD CO. STANDARDIZED Please send folders describing 
{ Fis Largest Publishers of FORM 
Hospital and Medical Records FOR EVERY MOSPiTA 


161 W. Harrison St. Chicago 5, Illinois 
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May MARKS the observation of National 
Hospital Day, celebrated annually in mem- 
ory of Florence Nightingale who was born 
May 12, 1820. This is the one day of the year 
when hospitals seek to direct attention to 
their activities and to the function they per- 
form. Year by year hospitalization grows in 
favor in the public mind. More than one 
million babies were born in hospitals last 
year. More than one million mothers en- 
joyed the safety and comfort of hospitaliza- 
tion with its unequaled professional service 
and care. No matter what the day or hour, 
the doors of the hospital are always open to 
the expectant mother, the sick, the injured. 
Here under one roof are combined the serv- 
ices of the physician, the nurse, the pharma- 
cist, the dietitian, the laboratory technician. 
Hospitals receive nearly ten million patients 
each year. 











MOLECULAR MQDEL OF "MERTHIOLATE’ 


YEARS OF OBSERVATION IN 


Date in the last century Lord Lister introduced carbolic acid antisepsis. Since 
then research has been directed toward developing a safer, more effective, and 
less irritating compound. * Iodine, chlorine, salicylic acid, cresol, and many 
other agents have been exhaustively investigated. The advantages presented by 
each of these are counterbalanced by disadvantages which limit the range of their 
usefulness. # ‘Merthiolate’ (Sodium Ethyl Mercuri Thiosalicylate, Lilly) was 
selected, because of its outstanding superiority, from a group of related com- 
pounds prepared in collaboration with Dr. M. S. Kharasch of the University of 
Chicago. It is characterized by its general applicability to all types of clinical 
antisepsis. It has a prompt, well-sustained germicidal action. More important to 
the clinician, ‘Merthiolate’ is bacteriostatic in high dilutions in the presence of 
serum protein. 

PREPARATIONS OF MERTHIOLATE: Cream - Glycerite - Jelly » Ointment - Ophthalmic Ointment 

Solution - Suppositories - Tincture. 
MERTHIOLATE AND EPHEDRINE: inhalants + Jelly + Solutions. 


MERTHIOLATE AND METYCAINE (Gamma-[2-methyl-piperidino]-propyl Benzoate Hydrochloride, 
Lilly): Jelly » Ophthalmic Ointment - Suppositories. 


EL! a2 8 hi AND COMPANY INDIANAPOLIS 6, INDIANA, JU. 





The P-40 Pursuit powered 
by a Packard-built Rolls- 
Royce engine. 


U. S. Army Air Forces Photo 


2 Photo, courtesy Packard Motor Car Co. 


Packard builds Rolls-Royce engines for the 
punch-packing P-40 (illustrated) and the 
sensational new P-51 Mustang. We supply 
Packard with certain types of precision parts 
that go into them. On land, on the sea, 
and in the air Hoffman equipment of today 
helps win our Country’s battles, so that the 
Hoffman equipment of tomorrow may the 
sooner help you win your hospital laundry 
production battles. 


U.S. HO Tratentt 
FFMAN (202: 
e & 


111 Fourth Ave., New York 3,N.Y. 


COMPLETE LAUNDRY EQUIPMENT SERVICE FOR THE INSTITUTION | 
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Antiseptic costs €an 
Concentrate 12.8 per 
arily employed are 
Chloride dilutions 


icentrate 12.8 eG cent . a u 
it. Detailed formula on requt 


Pharmaceuticals of merit for the physician Zephiran Chloride Concen- 


NEW YORK 13, N.Y. © WINDSOR, ONT, ‘*4¢¢ 12.8 per cent (Aqueous 
Solution) is supplied in 
Bottles of 4 ounces and 1 
gallon, 


ZEPHIRAN CHLORIDE 


Trademark Reg. U.S t. Off rad Brand of BENZALKONIUM CHLORIDE REFINED 





oe 12.8% Aqueous Solution 
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Trigger-Quick Response 
Instantaneous circulatory stimulation even on repeated use makes 
Neo-Synephrine a favored agent in combating hypotension. 


Particularly recommended in cyclopropane anesthesia because 
no appreciable cardiac excitation or cerebral stimulation 
accompany its exceptionally prolonged vasopressor action. 


_Neo-Synephrine 


mHYDR OCH LORTEs 


LAEVO © of @HYDROKY @ B © METHYLAMINO @ 3 © HYPROKY © ETHYLBENZENE HYDROCHLORIDE 





Supplied in 1 cc. ampules; and in rubber-capped vials containing 
5 cc. of sterile 1% solution. Average subcutaneous dose: 0.5 ce. 


Trade Mark Neo-Synephrine Reg. U. S. Pat. Office 


Fee Stearn srw 


DETROIT, MICHIGAN 
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Now-Several types of 
Deckert Mbé‘position beds 


for specialized uses 





e Simmons offers to hospitals the greatest im- 
provement since the introduction of the Gatch 
Bottom! The Deckert Bottom is now available in 
hospital beds especially designed for Trendelen- 
burg, Fowler, Cardiac, Orthopedic and Hyper- 
extension positions. Each of these hospital beds 
performs all the functions of a standard bed— 
yet each possesses the bedpan service along with 
the multi-position features. 


<= Simmons Standard Hospital Bed with Deckert Bottom is useful for 


specialized purposes where it is not practical to purchase specialized 
beds. 


Deckert Hospital Beds offer the greatest pos- 
sible comfort because all adjustments can be 
performed by one nurse and without strain or 
inconvenience to the patient. For the doctor and 
nurse they provide greatly improved convenience 
—better facilities for patient care. They are built 
for many years of service—with sturdy improved 
construction. Write for fully illustrated, descrip- 
tive folder showing all positions. 


NEW YORK—383 Madison Ave. 
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CHICAGO — Merchandise Mart 
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CARDIAC OR CONVALESCENT BED 


All features of the Standard Bed. Low fabric 
height of 2214 inches, designed for ease of both 
patient and attendant. Low spring height and 
the high Lee-Rail provide safety and convenience 
for patient. Lee-Rail, adjustable foot rest, and 
bed table are useful extras. 


EYE BED 


Designed for easy, convenient eye or head sur- 
gery. Ends made 38” Jow. Deckert Bottom af- 
fords most comfortable positions for patient. 
Conventional 27” fabric height. Particularly 
adaptable for retinal operations because of op- 
erational adjustable height, easy shock position, 
and comfort of the patient during entire period 
of treatment and recovery. 


ORTHOPEDIC BED 


Designed with special height ends for conven- 
ience of necessary traction attachments. Stand- 
ard equipment includes long fracture bar, short 
fracture bar, exercising bar, 3-pronged irriga- 
tion attachment with approximately 5” projecting 
hooks, sliding adjustable clamps and two swivel 
pulleys. Additional pulleys and fracture bars at 
extra charge. Also available with Rigid Bottom. 


The versatility of these Deckert Beds makes them 
essential equipment for today’s hospital needs. Ask 
your Hospital Supply Dealer about them—or write 
the nearest Simmons office for complete information. 


COMPAN 


DIVISION 


ATLANTA— 353 Jones Ave., N. W. 
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Fabric Height—2242” Length, overall—86” 
Head Height, inc. casters, 43” Foot Height, inc. casters, 33” 








Fabric Height—27” Length, overall—86”" 
Head Height, inc. casters; 38” Foot Height, inc. casters, 38” 


Balkan Frame Height, overall—6’ 
Fabric Height—27” Length, overall—86” 
Head Height, inc. casters, 40” Foot Height, inc. casters, 31” 


SAN FRANCISCO—295 Bay Street 














You would hardly know you were in a hospital, 
if you didn’t see so many nurses 








HOSPITAL ODOR belongs to the pre- 
combustion-engine days. No one questions the 
need for germicides in hospital sanitation, but 
the objectionable odors of phenol, cresol or 
chlorine need no longer characterize hospital 
atmosphere. 

Phenolor, produced by E. R. Squibb & Sons, 
is an improved germicide with detergent prop- 
erties. It not only has a pleasant odor of its 
own but its use in cleaning floors, lavatories 
and sickroom furniture helps to overcome 
offensive odors as well. Phenolor can also be 
used to sterilize sickroom utensils, bed-linens, 











surgical instruments, glassware and discarded 
dressings. 


ADVANTAGES OF PHENOLOR 


It is relatively non-toxic in dilutions recommended 
for use. 


It is non-corrosive ... non-staining. Used as directed it 
will not harm anything that is not affected by ordi- 
nary soap solutions. 

It has high germicidal properties as shown by tests for 
bactericidal activity by the U. S. Food and Drug 
Administration method. 


If your hospital is not among the many now using 
Phenolor, why not ask the Squibb representative about 
this product, or write us for sample and price? Modern- 
ize your hospital by eliminating “hospital odor.” 


E. R. SQUIBB & SONS, Hospital Division 
745 FirtH AVENUE, New York 22, N. Y. 


HM544 


Please send me a sample and prices on Phenolor. 
Hospital 


Attention 


HOSPITALS 

















HE WHITE Paper, A National 

Health Service, presented to 
Parliament by the minister of health 
in February, is the latest in a long 
series of proposals for improving 
the health of the British. The 
Webbs made a report that hastened 
enactment of Lloyd George’s Na- 
tional Health Insurance Act in 
1913, which applies only to the em- 
ployed worker and provides him 
with only the services of the general 
practitioner. That is as far as Britain 
has ever gone with compulsory 
health insurance. 

The Consultative Council on 
Medical and Allied Services, ap- 
pointed by the Minister of Health 
in 1919, soon after the ministry was 
established, recommended “the es- 
tablishment of health authorities 
for local administration.” 

The British Medical Association 
in 1930—and again in 1938— 


published comprehensive proposals, 
and in 1942 issued a draft interim 
report. Medical Planning Research, 
an anonymous group of younger 
physicians, recently issued a report 
and so did the Society of Medical 
Officers of Health. Political and 
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AS BRITAIN LOOKS AT 
HIBALT FR SERVICE 


Churchill’s White Paper Clings To Hospital Areas 
Proposed by Cave and Sankey Commissions 


GRAHAM L. DAVIS 


HOSPITAL DIRECTOR OF THE 
W. K. KELLOGG FOUNDATION 


Economic Planning (P.E.P.) pub- 
lished its proposals in 1937. Then 
there is Sir William Beveridge’s 
“cradle to the grave” social se- 
curity proposal in 1942. 

Lord Cave’s voluntary hospitals 
committee, appointed by the minis- 
ter of health, recommended in 1921 
voluntary prepayment plans for 
hospital care and division of the 
nation into natural hospital areas. 
Voluntary prepayment plans, some- 
what similar to our Blue Cross 
plans, soon enrolled more than half 
the population in England and 
Wales, so impressing Beveridge that 
he recommended compulsory health 
insurance for all medical and health 
services except hospital care. 

The attempt to divide the nation 
into natural hospital areas and to 
organize hospital councils in each 
area met with indifferent success, 
but the voluntary hospitals com- 
mission, appointed by the British 
Hospitals Association under the 
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chairmanship of Lord Sankey, in 
1937 again proposed the same thing 
with hospitals classified within the 
area as central, district and cottage. 

Something happened this time, 
because Lord Nuffield, who made 
his fortune with the British counter- 
part of the Ford automobile, es- 
tablished the Nuffield Provincial 
Hospitals Trust with some six or 
seven million dollars to implement 
the recommendations of the Sankey 
Commission. The war stopped this 
activity temporarily, but about 
three years ago the Nuffield Trust 
and the British Hospitals Associa- 
tion decided to define hospital 
areas, organize councils in each 
area, and proceed to make studies 
of how existing facilities might be 
closely coérdinated in a more ef- 
fective hospital system and what ad- 
ditional facilities were needed. In 
some areas county and municipal 
hospitals coéperated, but in others 
they did not. 

Pressure from the voluntary hos- 
pitals undoubtedly was one reason 
why the minister of health in Oc- 
tober 1941 officially approved the 
project and designated the Nuffield 
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Trust as his official representative 
to gather the necessary data for 
postwar planning. 


In this country, by comparison, 
the committee on the cost of medi- 
cal care spent $1,000,000 and five 
years producing reports and recom- 
mendations, which organized medi- 
cine promptly repudiated in large 
measure, and we have the Wagner- 
Murray-Dingell bill. 


The British government ap- 
proached “the medical profession, 
the voluntary hospitals, and the 
major local government authori- 
ties, from each of whom they want- 
ed—on a proposal of this magnitude 
—to obtain all possible help and ex- 
pert guidance from the outset. It 
was arranged that they should ap- 
point representatives and that these 
groups should take part in general 
preliminary discussions. 


Would Exchange Ideas 


“There would be a first stage, in 
which a preliminary exchange of 
ideas would be conducted inform- 
ally and confidentially and without 
commitment on either side—to en- 
able the ministers to get a general 
impression of the feeling of these 
representatives on some of the main 
issues involved and to help them to 
clear the ground. 


“This second stage would be one 
of public discussion at which every- 
body—the public generally, for 
whom the service would be de- 
signed, the doctors and the hospi- 
tals and the local authorities and 
other organizations, and those men 
and women (including doctors) 
who are now engaged in the armed 
forces—would be able to discuss 
what was proposed and to voice 
their opinions about it. To assist in 
this the government would issue a 
White Paper. 


“The third stage would then be 
one in which the government would 
settle what exact proposals they 
would submit in legislative form 
for the decision of Parliament... . 


“The ministers offered to each 
group—in memoranda and orally— 
a series of suggestions and ideas. 
They made it clear throughout that 
they welcomed criticism and alter- 
native suggestions and were not 
at any stage confronting any of 
the groups with a predetermined 
scheme. Inevitably there was diver- 
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gence of opinion on some of the 
issues. 

“The White Paper does not pur- 
port to sum up the discussions or 
to reflect any agreement or repre- 
sent any views reached.” 


Any organization of the health 
services that fits the needs of the 
British people could not be adapted 
without modification, if at all, to 
the health needs of this nation, be- 
cause of the differences in customs, 
traditions, and social and economic 
conditions. 


Britain is a comparatively small, 
compact, thickly populated island. 
This nation has many times the 
area, something like two and one- 
half times the population, and it is 
not so homogeneous, particularly 
with reference to the economic 
status of the people. Customs and 
traditions are quite different. 


This proposed national health 
service heads up in the Ministry of 
Health, which in turn is responsible 
to Parliament. As advisors on pro- 
fessional and technical aspects of 
the service generally, the minister 
is to appoint the Central Health 
Services Council “to represent gen- 
eral and specialist medical practice, 
medical teaching, hospital organiza- 
tion and other professional in- 
terests.” 

The function of this council is 
advisory, but the Central Medical 
Board, composed principally of 
physicians “to act under general 
direction of the minister,” is an 
executive body. Its function is to es- 
tablish a “general practitioner serv- 
ice .. . through which anyone who 
wishes to do so can associate him- 
self with a family doctor of his own 
choosing and obtain the advice and 
treatment of that doctor at home 
or at his personal consulting room 
or at a specially provided and 
equipped consulting room in a 
health center.” 


Hospital Area Is Basic 


More about this health center 
later. But the backbone of the 
whole project and the administra- 


’ tive unit is the hospital area, as con- 


ceived and proposed by the Cave 
Committee and the Sankey Com- 
mission. The hospital councils or- 
ganized by the Nuffield Trust, in 
coéperation with the British Hos- 
pitals Association, have representa- 


tives from the voluntary hospitals, 
the municipal hospitals, the gov- 
erning authorities, farming and la- 
bor groups, and the general public. 
It is purely a voluntary body and 
has no legal authority to force an 
unwilling hospital to comply with 
the details of the hospital program 
for the area. 


The “joint authority” proposed 
in the White Paper is “a combina- 
tion of the existing county and 
county borough councils in the 
area.” In other words, it is purely 
a governmental authority with no 
representation from the voluntary 
hospitals, but the voluntary hospi- 
tal system is “to continue side by 
side with the publicly-provided hos- 
pitals; voluntary hospitals to par- 
ticipate, if willing to do so, as auto- 
nomous and contracting agencies; 
if so, to observe the approved area 
plan and to perform the services 
for which they contract under that 
plan, and to receive various service 
payments.” 


Guided by Council 


This joint authority is “charged 
with preparing an area plan for the 
health service as a whole, not only 
the hospital service,” but it will be 
guided by the advice of a Local 
Health Service Council on which 
the voluntary hospitals and the 
medical profession will be repre- 
sented. All existing hospitals and 
similar institutions, owned and op- 
erated by counties and municipali- 
ties within the area, will become 
the property of the joint authority 
and its “first task will be to assess 
in detail the hospital needs of its 
area and the hospital resources 
available to its area. 


“This it will do in close consulta- 
tion with the local expert body, the 
Local Health Services Council. It is 
hoped that the hospital surveys, 
now nearing completion, will be of 
valuable help in this. 


“The authority’s next task, in 
consultation with the local expert 
body. and other local interests (in- 
cluding the voluntary hospitals 
and, where appropriate, the medi- 
cal schools) will be to work out a 
plan of hospital arrangements for 
its area, based on using, adapting 
and, where necessary, supplement- 
ing existing resources. 
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“The object of the plan will be 
to arrive at the right quantities, 
kinds and distribution of hospital 
facilities for the area; to settle 
where, how, and by what hospitals 
each branch of hospital treatment 
can best be secured; to produce a 
balanced scheme in which all the 
necessary specialist facilities in med- 
icine and surgery (including frac- 
ture and orthopaedic, gynaeco- 
logical, paediatric, ophthalmic, psy- 
chiatric and others) are provided in 
due proportion, together with gen- 
eral accommodation for cases, acute 
or chronic, of the ordinary type. 


“The plan must ensure that the 
various special treatments are con- 
centrated in centers competent and 
convenient to provide them, and 
not dispersed haphazard in uneco- 
nomic and overlapping units; that 
proper linking of services is secured 
by relating the work of special and 
general hospitals; that arrange- 
ments are at hand for the transfer 
of patients to the hospitals best 
suited to their medical needs; and 
that the skill of the consultant staffs 
of the various hospitals taking part 
can be used to the maximum ad- 
vantage of the area as a whole. 


Seek Self-Sufficiency 


“Tt will be the aim of the author- 
ity to make its area (which will 
have been determined with this in 
view) as self-sufficient as possible in 
hospital and consultant services. 
But where it is obviously more 
sensible, as in some of the rarer 
services, the plan will provide for 
certain services by agreed arrange- 
ments outside the area.” 

The general practitioner is pro- 
vided at the national level by the 
Central Medical Board, but the 
specialist is to be “made available 
to all, at the hospitals, local center 
or clinics, or in the home, as re- 
quired; to be based on the hospital 
service, and arranged by the joint 
authority, either directly or by con- 
tract with voluntary hospitals. . . 
Measures for improving the dis- 
tribution of consultants, dealing 
with methods of appointment and 
remuneration and relating this to 
other branches of the new service 
generally” are being considered by 
a committee of which Sir William 
Goodenough, executive director of 
the Nuffield Trust, is chairman. 
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But it is proposed that the con- 
sulting specialists are to be “remu- 
nerated in part (usually by part- 
time or whole-time salary) by the 
particular hospital or hospitals with 
which they are associated under the 
area plan; standards of remunera- 
tion to be centrally settled in con- 
sultation with the profession.” In 
Britain medical practice in hospi- 
tals, both voluntary and govern- 
mental, is limited largely to spe- 
cialists. 

While the joint authority has au- 
thority to plan for all health serv- 
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ices in the area, including public 
health, hospital, consultant, gen: 
eral practitioner, dentistry, nursing 
and the like, it does not operate all 
of these services. Each county and 
county borough council within the 
area retains responsibility for pub- 
lic health activities in general and 
“for local clinic and domiciliary 
services not belonging to the hos- 
pital and consultants’ sphere.” Re- 
sponsibility for child health and 
welfare remains with the school 
authorities. 


Considerable space is given in the 
White Paper to the health center 
idea, a project which apparently 
has the full support of the British 
Medical Association. 


“The design should provide for 


individual consulting-rooms, for re- 
ception and waiting-rooms, for sim- 
ple laboratory work, for nursing 
and secretarial staff, telephone serv- 
ices and other accessories, as well as 
—in varying degree according to 
circumstances—recovery and _ rest 
rooms, dark rooms, facilities for 
minor surgery, and other ancil- 
laries. 


“The object will be to provide 
the doctors with first-class premises 


‘and equipment and assistance and 


so give them the best facilities for 
meeting their patients’ needs. The 
doctors will thus be freed from the 
necessity to provide these things at 
their own cost, and there will be 
new scope for the young doctor, 
fresh from hospital training, to take 
his share in the center as an assist- 
ant to the practitioners engaged 
there, and then, later on, to be 
eligible for full participation.” 


Localit; Provides Center 


These centers would be provided 
by the county or county borough 
council. Apparently no patients are 
kept overnight and the British do 
not like the idea of having the cen- 
ter as a part of the local hospital. 
Of course there are places that need 
a health center where a hospital is 
not needed. Applying the idea to 
more sparsely settled rural America, 
it would seem logical to make the 
health center a part of the local hos- 
pital, where there is a hospital in 
the community. 

To duplicate the rather expen- 
sive laboratory and x-ray facilities 
and services in the average Ameri- 
can town of 5,000 to 15,000 popula- 
tion—in a county of from 25,000 to 
60,o00o—would increase the cost to 
the community and decreasé the 
quality. The absence of these diag- 
nostic services, under direction of 
specialists in radiology and pathol- 
ogy, is perhaps the most important 
weakness in rural hospital and med- 
ical practice now. Consolidation of 
the county health department and 
the offices of physicians and dentists 
with the hospital in the county seat 
would create a real health center 
that would provide the area it 
serves with a codrdinated health 


program. 
Sometimes in the more sparsely 
settled areas a population center of 
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1,000 to 3,000 or 4,000 people will 
be found with three to six or seven 
physicians 20 to 40 miles away from 
the hospital in the county seat. Fre- 
quently the need for some sort of 
hospital facilities is expressed in an 
old house converted to hospital 
purposes. 


A health center type of institu- 
tion is indicated here with 10 to 20 
beds for normal obstetrics, emer- 
gency surgery, and certain types of 
medical cases, the diagnostic facili- 
ties, and the offices of the physicians 
and dentists, but to give the com- 
munity a high quality of hospital 
service at a reasonable cost it would 
be necessary to relate it for adminis- 
trative purposes to the nearest gen- 
eral hospital. 


Linked With Larger Unit 


This hospital in turn should be 
linked up with the nearest large 
city hospital for consultants in the 
various specialties, such as radiol- 
ogy, pathology, obstetrics, surgery, 
gynecology, pediatrics, and neurol- 
ogy. When that happens a hospital 
area has been created and the need 
for an area hospital council is in- 
dicated to codrdinate hospital ac- 
tivities. That is the British idea 
which could be copied to advantage 
in this country. 


Some such recommendation as 
this may come from the national 
study of hospitals now being or- 
ganized by the American Hospital 
Association. The need for such a 
study is clearly indicated when one 
looks from a detached viewpoint at 
the present lack of coérdination of 
hospital activities. 


Nation Needs Program 


A national hospital program is 
what this nation needs. At the end 
of the war large sums will be spent 
on the improvement of hospital fa- 
cilities and under present condi- 
tions much of it will not be spent 
to the best advantage. 


Payment for this British national 
health service will become a part of 
a comprehensive social security pro- 
gram that will be a combination of 
local tax funds, contributions from 
employers and employees, private 
philanthrophy and tax funds at the 
national level. 
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Discusston: What 1s Good and Bad About 
THE AMERICAN 


BLUE CROSS 
As a Vehicle for Health Services to All 


e the April issue of Hospirats, John R. Mannix, director of the Chicago 
Plan for Hospital Care, outlined in considerable detail a program de- 
signed to provide health services for all by carefully coérdinating the 
voluntary services and institutions. 

He would establish a nationwide organization to be called the American 
Blue Cross, which would operate under a federal charter similar to those 
granted to the American Red Cross and the American Legion. 


This national organization would grant charters to constituent organiza- 
tions serving statewide or other geographical areas. Although local units 
would retain their corporate identity and autonomy, they would agree to 
use the Blue Cross name, to provide certain minimum benefits, and to 
grant reciprocity in the matter of enrollment and benefits. 

The subscriber’s prepaid services would be broadly inclusive. Coverage 
would be made available to all Americans, urban and rural, in large and 
small groups and to the self-employed. Physicians and others who provide 
professional service would be paid the prevailing fees. 

At the outset, this organization would be controlled by a board rep- 
resenting the American Medical Association and the American Hospital 
Association. It is anticipated that dental and home nursing services would 
eventually be included, whereupon these professions would be represented 
on the board also. 

Following are the statements of some individuals who were asked to 
comment on Mr. Mannix’s proposal.—The Editors. 


But Taxes Still 


M* MANNIXx’s proposal of an 
“American Blue Cross” is 
very timely. It is a distinct contribu- 
tion to the discussion of equitable 
distribution of hospital care to all. 
This problem confronts the hospi- 
tals to a greater degree than any 
other at the present time. Because 
of its economic nature, the public 
is interested in this phase of hospi- 
talization more than in any other. 


he can see their deficiencies and 
needs, especially in the distribution 
of hospital care to all. 
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His proposal that the medical, 
hospital, dental, and nursing pro- 
fessions unite in chartering the 


_ Mr. Mannix has made a frank 
and accurate presentation of the 
facts; and his article demonstrates 
the fact that he is one of the fore- 
most and progressive thinkers on 
this subject. He appreciates the 
progress that American hospitals 
have made, but at the same time 


Blue Cross into an American insti- 
tution is a step in the right direc- 
tion. It will certainly unite these 
agencies in a common cause “to 
deliver into the hands of the Amer- 
ican people a complete program of 
voluntary health security.” One 
agency cannot do so alone. It will 
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require the codperation of all par- 
ticipating groups. All groups must 
codperate, for the whole program 
will be just as strong as its weakest 
group. 

However, the inauguration of 
such an institution will not auto- 
matically correct these deficiencies. 
We will still have with us the short- 
comings of our present practices, 
which will require definite meas- 
ures to be remedied. The greatest 
public sentiment in favor of the 
Wagner-Murray-Dingell Bill has re- 
sulted from an erroneous concep- 
tion that the coverage is compre- 
hensive. The big problem, however, 
still remains—that of bringing the 
individual citizen to a state of mind 


Eight Obstacles 


HE PROPOSAL of Mr. Mannix to 
"Tee a complete program of 
voluntary health security is an in- 
triguing one and has much to com- 
mend it. We have demonstrated the 
possibilities of voluntary health 
plans, and there is little doubt that 
the idea could be expanded to a 
much further degree if those able 
to give the services and those who 
could benefit would get together on 
a codperative basis. I thoroughly 
agree with Mr. Mannix that the 
public wants security and that this 
widespread demand cannot “be 
minimized by the simple device of 
destructive criticism.” If we do not 
provide the answer, others will. 
Our effort should be to direct these 
developments along constructive 
channels. 


The great weakness of voluntary 
plans has been that they do not 
cover the indigent. Here Mr. Man- 
nix suggests that the rate be sufh- 
cient to carry this group—as we do 
now. If acceptable to subscribers, 
this would be a reasonable solu- 
tion; but in times of depression, if 
not before, I fear this burden would 
be so great that it would soon be 
turned over to the government. 
One would be more optimistic of 
a combination voluntary hospital- 
medical plan with the premiums 
for the indigent contributed from 
government sources. 


Frankly, however, much as I like 
the proposal, I am dubious about 
its practicability. We have been giv- 
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of being provident enough to take 
out this type of insurance volun- 
tarily. 

Those who are progressive 
enough to do so will not feel that 
they, in their health insurance, 
should bear the burden of covering 
the indigent or the unemployed. It 
would seem to be much better to 
continue our present custom of 
providing for the indigent through 
taxes, and not attempt to introduce 
features of other social security 
fields into the health program. 
While, in the end, these self-support- 
ing people will pay for this type of 
care in the form of taxes, it would 
be more satisfactory for them to 
continue to do so in this manner. 


ing intensive thought to health in- 
surance problems in Canada for 
some time and certain conclusions 
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are becoming apparent. My reasons 
for doubting the practicability of 
this plan are: 

1. Voluntary plans cannot effect 
complete coverage; the ones most 
needing coverage (the low-paid) 
and those best able to contribute 
large supporting premiums (the 
wealthy) would be the last to 
come in. 

2. The public demand today is 
for full social security; in demand- 
ing cash benefits, old age pensions, 
children’s allowances, and the like, 
the public will probably demand, 
sooner or later, the inclusion of 
sickness benefits, with government 
subsidy at least. 

3. The costs of providing full 
health benefits “without restric- 
tions or limitations” as proposed, 
with various benefits left “entirely 
to the discretion of the attending 
physician,” would be so high that 
voluntary membership would soon 
lag. In our Canadian health insur- 
ance measure, the government pro- 
poses that the personal contribu- 
tions be but three-fifths of the cost, 
including a graded special income 
tax; yet the shallow-thinking public 
are strongly protesting any levy at 


all! When they must meet the full 
cost, as in this proposed plan, many 
will say, “Not I.” 

4. To provide full care in hos- 
pital only (with the few exceptions 
stated) is fundamentally unsound. 
The public want full benefits. More- 
over, doctors and patients are but 
human and this arrangement is cer- 
tain to result in unnecessary hospi- 
talization. The situation would be 
aggravated by leaving the subscrib- 
er’s stay in hospital “entirely to the 
discretion and control of the phy- 
sician.” Some supervising control 
as to admission and duration would 
be essential. 

5. Many medical details would 
need clarification, as they affect 
costs and efficiency: the basis of 
payment, certification of specialists, 
preservation of clinical facilities in 
teaching hospitals, possibility of an 
upper income limit, medical pay- 
ment for care of indigents and su- 
pervision of medical accounts. We 
know the complexity of these prob- 
lems, for our medical committees 
have been struggling with them for 
a decade and have not achieved un- 
animity yet. 

6. To establish a single rate ir- 
respective of single or married state 
is very sound in essence and could 
be adopted by legislation, but I 
doubt if the unmarried as a group 
are willing to adopt this principle 
voluntarily. 

7. The grading of premiums to 
income is fair, but when it reaches 
3-6 per cent or higher, as it well 
might for full benefits, the average 
person of good income will demur. 
Work out your own contribution 
on that basis! The “penny in the 
pound” basis has been successful in 
Merseyside, but they are a group of 
trades unionists with common in- 
terests, knowing each other and 
with only moderate variations in 
income. It would work only on a 
compulsory basis. 

8. The modern conception of 
health emphasizes prevention as 
well as cure. No plan can be fully 
satisfactory until it provides ade- 
quate preventive as well as thera- 
peutic services. 

In raising these points my object 
is not to discourage this proposal, 
which I feel should be developed 
as far as possible, but to give my 
reasons for doubting that the pro- 
posed voluntary basis, excellent 
though it be in conception, can pro- 
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vide a fully satisfactory and final 
answer. It is highly desirable to 
retain the principle of personal re- 
sponsibility through personal con- 
tribution and to minimize bureau- 
cratic regimentation as under state 
medicine. The logical solution, 
however, would seem to be a health 
insurance partnership with the state 
—obligatory participation on a con- 
tributory basis with state assistance 
for those features of the plan need- 
ing additional funds. 


Factor of Control 


gry DIFFICULTY with the proposal 
of Mr. Mannix, from the present 
medical professional point of view, 
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lies in his suggestion that “the med- 
ical services offered should include 
services of all physicians, medical 
consultants and medical specialists 
while the subscriber is a hospital- 
ized patient” and that “hospital 
services should include all such 
services without exception when in- 
cidental to the care and treatment 
of a hospitalized patient,’ and 
finally that “payment to physicians 
(presumably through the hospital) 
should be comparable to the ac- 
cepted fee now charged in the area 
for a given service.” 

The difficulties that would arise 
would relate to the establishment 
of fee tables and to the present 
point of view of the medical profes- 
sion that control of the medical 
profession by the hospitals would 
be no more acceptable to the pro- 
fession than control of the medical 
profession by bureaucratic political 
agencies or by commercial groups. 

The present platform of the 
American Medical Association in- 
dicates a preference for local and 
state control, rather than for the 
setting up of any national agency. 
Whether or not a national volun- 
teer agency would overcome the 
difficulties that are related to a na- 
tional compulsory agency would 
also be a question. 

This is wholly my personal point 
of view. I have no doubt that this 
and many similar proposals are 
likely to come before our House of 
Delegates in the very near future. 
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Bureaucratic Tin 9€ 


M* MANNIXx’s plan for an Amer- 
ican Blue Cross is intriguing, 
but a bit confusing. Some way or 
other we are led to feel at the start 
that we are to be directed into the 
promised land, but it is disappoint- 
ing to have to settle back into our 
more or less comfortable swivel 
chairs with the realization that we 
are still in the same old messy 
world. The shot, however, is ex- 
hilarating, and I am-sure John will 
follow up in greater detail, telling 
us why a federally incorporated 
Blue Cross is necessary, and how it 
will bring about the Elysium that 
he describes. We shall look forward 
with anticipation to additional ma- 
terial. 

The article makes a good case for 
the Blue Cross and the necessity for 
combining all health agencies un- 
der such protection. He is right 
when he maintains that voluntary 
agencies must do the job or the 
people whose demand is insistent 
and acknowledged will secure it 
through the agency over which they 
have control; namely, the govern- 
ment. 

In setting up the machinery for 
doing this, however, we need to be 
careful that we do not create addi- 
tional bureaucracies of our own, 
which may be even less desirable 
than those that now exist and 
which have had more practice at 
“bureaucrating.” 


Health and education are two 
elements in American life over 
which local organizations have in- 
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sisted that they retain complete 
control. This principle must not be 
yielded as a burned offering to any 
ambitious scheme or schemer. The 
presented plan proposes no such 
surrender, but only that the Ameri- 
can Blue Cross, “aid in the promo- 
tion and extension of adequate 
medical, dental, nursing, and hos- 
pital care . . . and to codrdinate 
the activities of the various agen- 
cies.” 

All of this, it seems to me, can be 
accomplished through the agency 
of a Blue. Cross commission ex- 
panded to meet the needs of the 
health agencies that might partici- 
pate. The American Red Cross is 
not a good parallel, nor is the 
American Legion. Local plans 
would not be willing to submit to 
the centralized control that exists 
in Red Cross. Beyond that, the 
basic purpose is different. If federal 
sponsorship is acknowledged to be 
essential, then let us go the whole 
way. It is my opinion that the 
American people would prefer oth- 
er roads. 


Suitable Banner 


y is A good thing to gather up 
the many elements which make 
for health into a single all-embrac- 
ing concept. The American Blue 
Cross may represent the sum total 
of all the efforts made in the war- 
fare upon disease and the promo- 
tion of sound living. 

_The solicitude of every individ- 
ual engaged in this type of service 
is directed toward noble ends. Phy- 
sicians, nurses, hospitals and related 
agencies immediately become cogs 
in a vast machine, the product of 
which is good health. The Blue 
Cross insignia should indicate 


worthiness of voluntary support of 
all health programs and agencies 
and should inspire confidence in 
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the works which will bear its seal. 

We are all interested in social se- 
curity, but of a type of our own 
choosing rather than one forced 
upon us. The genius of our people 
lies in their ability to meet reverses 
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with intelligent, constructive reme- 
dies. United, our power is most 
formidable. We do not need the 
whiplash of bureaucrats to spur us 
on to works of mercy for the afflict- 
ed. We are far ahead of those who 
would make these matters compul- 
sory. The brightest pages of Ameri- 
can history are those which record 
voluntary effort in the search for 
freedom and happiness. 


Religion, education and health 
have, from the earliest days of our 
history, been considered our right- 
ful heritage, as easily obtainable as 
the air we breathe. They have been 
abundantly supplied and supported 
by the people without coercion or 
regimentation. They are the stuff 
Americans are made of. They are 
the foundation of the several free- 


Startin io Point 


MERICAN BLUE Cross” is a stim- 
ulating and encouraging com- 
ment on the shape of what may 
come if the hospital, medical and 
allied professional groups take hold 
of their responsibility in developing 
a voluntary system of health serv- 
ices, using the pre-paid principle 
which Blue Cross has already dem- 
onstrated. 


Mr. Mannix, I am sure, would be 
the first to agree that many of the 
proposals which he puts forward 
will not be accomplished in a short 
time. This is a long time view, 
which will be altered and amended 
as the needs of the American peo- 
ple require. 

One of the most striking ideas 
proposed by Mr. Mannix is that the 
rates for insurance covering all of 
the services should be increased suf- 
ficiently to provide the same care 
for indigents. Whether this is prac- 
tical or whether agencies of govern- 
ment should be urged to support 
voluntary enterprises in providing 
this service to indigents are ques- 
tions which cannot be answered 
now. It is a thought-provoking idea, 
nevertheless, and throws emphasis 
where it belongs—upon the respon- 
sibilities of voluntary agencies. 


The insistance that American 


Blue Cross provide a comprehen- 
sive service is drawn from the ex- 
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doms of which we boast and they 
determine the path along which we 
travel. 


The American people have never 
been content merely to go the first 
mile. They are eager to go beyond 
the requirements of the law and go 
the second mile voluntarily in their 
desire to promote the best interests 
of all. This is notably so in the 
realm of health. Fortunes have been 
contributed and large foundations 
erected in’ the interest of medical 
care and research with the objective 
of improving the physical welfare 
of the populace. 

By uniting under the banner of 
the American Blue Cross, the forces 
working for health throughout the 
land will forge a chain that cannot 
be broken. 


perience of Blue Cross plans. Sub- 
scribers to these plans want hospital 
service—all of the services that they 
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may require while in the hospital. 
Systems of cash indemnification or 
limited services have not proved to 
be adequate and actually serve as a 
brake on the extension of the pre- 
payment idea. 

The American Hospital Associa- 
tion’s efforts in planning for the 
future have resulted in sober dis- 
cussions of the needs of the Ameri- 
can people. Special pleading, too 
much insistence on maintaining 
things as they are, resistance to 
change merely because change will 
interfere with an existing pattern, 
have no place in the councils of rea- 
sonable men. 

The sum of the Association’s con- 
siderations has been to provide 
information and to stimulate a 
scientific attitude. Mr. Mannix’s 
comments fit into the frame of the 
Association’s efforts and, because he 
lifts our sights, he has made a valu- 
able contribution to long-term plan- 
ning of health facilities. 





- 
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NOTE: Appended is the letter 
of a hospital executive commenting 
on the proposal for an American 
Blue Cross. Believing this to be the 
kind of subject which should stimu- 
late the thinking of all hospital 
people, readers of Hospirats are 
especially invited to study it (see 
April issue) and submit their com- 
ments.—THE Epirors. 


HAVE READ with interest Mr. 

Mannix’s article, and in my 
opinion he has stated what hospital 
administrators have been thinking 
and wishing for many a month. 

Within the past decade great 
progress has been made in making 
available to some 13,000,000 people 
health service on a prepayment 
basis, and this has been so well ac- 
cepted, and proved to be so eco- 
nomically sound and socially just, 
that we ought to give consideration 
to such a program as Mr. Mannix 
has outlined in his article. 

An American Blue Cross would 
give to all Americans, including 
those living in sparsely populated 
areas, the same opportunity for 
health service on a prepayment 
basis as those residing in urban and 
metropolitan areas. I doubt if any- 
one can give valid reasons for not 
having an American Blue Cross. 
Such an organization would cer- 
tainly be more proof that the vol- 
untary hospitals, as well as the Blue 
Cross Plans and other health groups 
are interested in completing health 
security for all American people on 
a health basis. 

I hope that we will not permit 
the torch here raised by Mr. Man- 
nix to be extinguished, nor its light 
to become dim. I believe that we 
should give serious thought to the 
planning and establishment of an 
American Blue Cross Plan, includ- 
ing within that, complete health 
services for our 130,000,000 people. 

I believe that the material con- 
tained in this article is such a step 
forward in our thinking, that it de- 
serves commendation and support 
from all of those who are interested 
in the future of the voluntary hos- 
pital systems, the Blue Cross, and 
the Medical Service Plans.—Forst R. 
OsTRANDER, Administrator, James 
W. Sheldon Memorial Hospital, 
Albion, Mich. 
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Keeping the HOSPITAL 


S* Mary’s is classified as a 2g0- 
bed hospital. During the past 
year, there were 9,465 patients ad- 
mitted, with a daily patient average 
of 280. All of the services showed 
a marked increase over previous 
years in the number of patients 
served, with a corresponding de- 
crease in the trained personnel. 

This report is of accidents occur- 
ring in the hospital and involving 
only patients. When such an acci- 
dent occurs a report is filed im- 
mediately with the administrator 
and director of nurses, and a copy 
placed on the patient’s chart, giving 
a complete description of what oc- 
curred. 

For 1943 a total of 52 accidents 
was reported. In comparison with 
the large number of patients treat- 
ed during the year, this is a very 
small number of accidents—less than 
.8 per cent. Of all the accidents, 73 
per cent occurred to patients over 
50 years of age. The remaining 27 
per cent involved patients under 50 
years. 


Use 60 As Division 

Using 60 years as the age divi- 
sion, it is shown that 4o per cent 
of the total accidents occurred at 
or over this age level. These figures 
indicate that the majority of acci- 
dents involved patients past the 
middle age mark. 

In the first group, which consti- 
tutes 73 per cent of the accidents 
and involves patients over 50 years 
of age, the following facts were es- 
tablished: 


1. Mental condition of patient: 
(a) 39 per cent were mentally clear; 
(b) 61 per cent were mentally 
confused. 


This report was given before the department 
heads of St. Mary’s Hospital on February 10, 
1944 by the author. 


30 


MRS. STELLA NELSON, B.S. 


NURSING ARTS INSTRUCTOR 
ST. MARY'S HOSPITAL 
DULUTH, MINNESOTA 


The confusion could be attrib- 
uted to a number of reasons, but 
chief of them was senility. Other 
disorientation was the result of 
cerebral accident, post-operative 
stupor and a patient in extremis. 


2. Type of accident: (a) Eighty- 
nine per cent of the accidents in 
this group involved patients falling 
out of bed. In most instances, the 
patient, because of his confused 
mental condition, was attempting 
to get out of bed. He either fell as 
he tried to get up or after he was 
out and standing up. In many of 
these cases, the patient thought he 


was at home and was getting up to” 


go to the bathroom. 

There were some instances where 
the patient climbed right over side 
boards which had been placed on 
the bed. A number of patients were 
reaching for articles at their bed- 
side, and lost their balance, falling 
to the floor. 

The results of this group of acci- 
dents were essentially negative, the 
patients suffering only minor bruises 
and abrasions, and their general 
condition was not materially affect- 
ed by the accident. In two such 
cases the patients suffered lacera- 
tions as a result of knocking over 
water glasses and falling upon the 
broken pieces. Both required only 
dermal sutures, healing quickly 
without complications. 


Two Cases of Burns 

(b) There were four remaining 
accidents which constitute the rest 
of this group. Two of these were 
burns following the use of a hot 
water bottle. In one case, a slight 
reddened area appeared on the 
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chest. Since the student nurse states 
the temperature of the water was 
measured with a thermometer be- 
fore application of the hot water 
bottle, it may be assumed the skin 
of this particular patient was more 
susceptible than usual to hot appli- 
cations. 

The other hot water bottle burn 
occurred after a private duty nurse 
moved a bottle from between the 
bedclothes where it had _ been 
placed by a floor nurse, to direct 
contact with the patient’s skin. The 
floor nurse stated she filled and 
tested the bottle about three hours 
before it was moved while the spe- 
cial nurse states she did not refill 
it before moving it. 

A one degree burn with several 
small blisters resulted. The blisters 
were then opened and painted with 
gentian violet. Healing was rapid 
and there were no complications. 
Another burn resulted after appli- 
cation of hot packs to the buttocks. 
In this case the small area of ery- 
thema that developed was treated 
with ointment and _ responded 
readily. 


Needle Breaks Off 


In the last of the accidents in 
this small group, the special nurse 
found the hypodermsclysis needle 
broken off and an undetermined 
amount of fluid in bed. Upon ex- 
amination, the missing portion of 
the needle could not be palpated in 
the patient’s leg. Repeated x-ray 
did not show the presence of a 
foreign body in the tissue and since 
no developments arose during the 
patient’s long stay in the hospital, 
it was finally concluded the portion 
of the needle had unknowingly 
been thrown out with the soiled 
bed clothes. 

In the second group, constituting 
only 27 per cent of the accidents 
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for the year, the age range was from 
a newborn child to 50 years of age, 
with only one of these beside the 
newborn involving a child. Follow- 
ing are the facts of this second 


group. 


1. Mental condition of the pa- 
tient: (a) 4g per cent were mentally 
clear; (b) 57 per cent were mentally 
confused. 


More Mental Confusion 


Here again over half of the acci- 
dents occurred when the patient 
was not mentally clear. The cause 
of the mental confusion in this 
younger age group gives an interest- 
ing comparison. There were a few 
who were simply disoriented. A 
large number were alcoholics, and 
most of them had been heavily 
sedated. One patient was receiving 
insulin shock treatment; one was in 
extremis and one a psychoneurotic. 


2. Type of accident: (a) 85 per 
cent of this group involved patients 
falling out of bed or getting up and 
then falling. Explanations, such as 
dreaming, heavy sedation or in- 
toxication, were given. One was a 
four and one-half year old child, 
another a patient who was nau- 
seated, got up to go to the bath- 
room and fainted. 

The results of these accidents 
were essentially 100 per cent nega- 
tive, the patients suffering only 
minor bruises and abrasions. The 
patient receiving insulin shock 
treatment was attended by a nurse, 
but made a sudden lunge out of 
bed toward the door, bumping his 
face upon the door frame as he fell. 
X-rays taken were negative, and the 
patient’s condition was not affected 
by the fall. 

(b) The rest of the second group 
consists of two miscellaneous acci- 
dents. After a long hospitalization 
and repeated hypodermics, a pa- 
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tient being cared for by special 
nurses developed an abscess on the 
upper arm. This abscess was lanced 
and recovery was uneventful. 

The other case occurred in the 
nursery, where the student nurse 
applied what she thought was a 
clean cotton ball to the cord of the 
newborn. The cotton ball she used 
had iodine on it which caused 
burns on the abdomen. The mis- 
take was noticed a short time after 
it occurred and alcohol was applied 
to the area. The burns were minor 
and recovery was rapid and un- 
eventful. 

Since burns are a fairly frequent 
and much dreaded hospital acci- 
dent, it is gratifying to note that 
only 7 per cent of the accidents 
were attributed to this cause in the 
past year. None of them were severe 
or complicated, which also adds to 
the record. Continuing stress will 
be placed upon the importance of 
testing all water for hot water 
bottles, whether they are to be 
placed upon a part of the patient's 
body or in an ether bed. The latter 
is not sufficient reason for an in- 
crease in the temperature of the 
water, no matter what the existing 
conditions may be. 


Some Conclusions 


A few general conclusions can be 
made from this report of 1943 ac- 
cidents: 


1. More than 50 per cent of 
the accidents occurring were among 
patients who were not mentally 
clear. 


2. More than 50 per cent were 
among patients over 50 years of age. 


3. Eighty-five per cent of the ac- 
cidents involved patients falling 
out of bed or falling to the floor 
after they got out of bed. 


4, Only 7 per cent of the acci- 
dents were burns. 


5, There were no serious results 
or complications following any of 
these accidents. 

For a hospital filled to capacity 
and carrying on with a reduction 
of its professional personnel, with 
rapid turnover of existing person- 
nel, this is a commendable record. 


REPRODUCED at the left is the form used 
at St. Mary's for reporting of accidents. 
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N OPPORTUNITY to display the 
A complex contributions of each 
hospital to its community has been 
developed in the Association’s pro- 
grams for National Hospital Day. 
A guide to assist local participation 
in either or both of these programs 
has been prepared by the Council 
on Public Education. The active 
coéperation of the hospital admin- 
istrator in making use of these sug- 
gested programs for the final factor 
assures successful completion of the 
program. 

That there is a need for sound 
public education programs from 
within each hospital in the country 
—supplemented by a nation wide 
program of the American Hospital 
Association itself—has been recog- 
nized and advocated by all far- 
seeing administrators. The newly 
organized public education staff in 
Association headquarters is indica- 
tive of the action Association mem- 
bers thought advisable. But many 
inembers, while recognizing the 
need for public education, have 
been hampered by a lack of trained 
personnel within the hospital to 
create and administer such pro- 
grams. 


Need Common Goal 


With the assistance of the council 
personnel at Association headquar- 
ters, it is hoped that a good degree 
of success will meet the efforts of 
any hospital administrator interest- 
ed in arousing public awareness of 
his hospital. But the headquarters 
staff cannot carry into each locality 
an organizational plan to secure 
effective operation of each program. 
To facilitate successful public rela- 
tion campaigns, it is important that 
a common goal and purpose in 
keeping with the needs of all be 
established. 

There are two important objec- 
tives of the Association’s program. 
One of these is public acceptance 
of the Association as a unified or- 
ganization dedicated to the ad- 
vancement of hospital science and 
community health. The other ob- 
jective, that of acquiring public 
awareness and public recognition 
of the value of hospitals to each 
community, is in all reality a re- 
phrasing of the first, because the 
Association is an active composite 
of many hundreds of hospitals that 
serve the entire nation. 
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Flospital Day Is 
CHALLENGE 


to Administrative 


ALERTNESS 
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Determining and constantly im- 
proving the attitude of each com- 
munity towards its hospital is the 
first step in acquiring public recog- 
nition and continued acceptance of 
the American hospital system in its 
entirety. The efforts and accom- 
plishments of the many component 
members of any national organiza- 
tion contribute to the prominence 
and progressive strength of the na- 
tional affiliation. Successful results 
at the local level will increase the 
value of each member to its com- 
munity and of the entire Associa- 
tion to the nation. 

The privilege of insuring success 
in the public education objectives 
of the members and the Association 
rests with the hospital administra- 
tor. Realizing to what degree pub- 
lic opinion affects the financial sta- 
tus of his hospital, the growth of its 
facilities and the opportunity to 
perform continued health services 
for his community, and to what ex- 
tent the very existence of the hos- 
pital depends upon tangible evi- 
dences of the attitude of its patrons, 
the administrator is concerned with 
. programs that will enhance the po- 
sition of his hospital. 

A full-time, part time or a volun- 
teer public relations person for each 
hospital would secure the best re- 
sults, as the success of institutions 
that have such full-time personnel 
indicates. But it is not always prac- 
ticable to maintain full-time em- 
ployees for this purpose; it is not 
always possible to acquire the serv- 
ices of a volunteer. To assist admin- 
istrators whose institutions are not 
in a position to maintain public 
education personnel or volunteers, 














the Council on Public Education is 
planning to continue to develop 
programs to be detailed at the local 
level. 

It is a difficult task to create in 
detail campaigns and programs that 
will benefit each member of the As- 
sociation. The ingenuity of individ- 
ual administrators can develop the 
council’s suggestions into co6pera- 
tive results. 

National Hospital Day observ- 
ance is our first concerted effort to 
re-acquaint the American public 
with the value and scope of the 
American hospital system. Develop- 
ing and planning, and to a certain 
extent, detailing any program de- 
sired by the Association members 
is within the capacity of headquar- 
ters personnel. But the council can- 
not carry out such programs at the 
local level—where success is ordi- 
narily measured. 

That effort and the reward for it 
are a local consideration of the ad- 
ministrator and his hospital. The 
administrator will receive sugges- 
tions and assistance in developing 
active programs in behalf of his in- 
stitution. Tangible benefits will be 
best achieved by his efforts to go 
beyond what headquarters can of- 
fer him. 


See Real Opportunity 


Many administrators have taken 
advantage of this National Hospi- 
tal Day program designed by the 
Association. Seeing in it an oppor- 
tunity to project the many services 
of the hospital into the public con- 
sciousness, they have used the pro- 
gram as a guide and have de- 
veloped extensive campaigns for 
volunteer employee, Cadet Nurse 
and War Bond campaigns. Small 
institutions as well as large have 
adapted the suggestions to the best 
use in their communities. 

There is still at this date an op- 
portunity to take full advantage of 
the posters and guides each mem- 
ber has received. It was the intent 
of the campaign outlines that the 
leading members of each commun- 
ity would have intimate knowledge 
of the hospital structure and con- 
tributions to the community. It is 
not too late to codperate, to extend 
the suggestions of the Public Edu- 
cation Bulletin into a National 
Hospital Day program for each 
hospital. 
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Tn Future Plans CHRONIC © 


DISEASES 
Must Have a Place; New Jersey Starts 


ODAY THE AIR is filled with clar- 
Fan calls to future planning in 
every field of human endeavor. Em- 
phasis is chiefly on “postwar plan- 
ning.” For us who are dealing with 
the sick and the poor in this land 
of plenty, the time is now when 
plans must be made and action 
taken if the problems presented by 
chronic illness are not to over- 
whelm us, leaving its victims with- 
out adequate care. 

Mental illness and tuberculosis 
are not considered as pertinent to 
this discussion since acceptance by 
government of major responsibility 
in these fields is a reality. 

Our institutions and agencies 
serving the sick and the needy have 
not developed as a result of long- 
range planning based on scientific 
knowledge, but by an evolutionary 
process following behind the devel- 
opment of medical science, which 
revealed the causes of disease and 
provided understanding of those 
mental ills, mental defects and emo- 
tional disorders of the human being 
that contributed, in part, to in- 
digency. 


Progress Was Slow 


The outmoded “pest house,” the 
general hospital, the mental hospi- 
tal, the sanatorium for the tuber- 
culous, and other specialized insti- 
tutions followed at long intervals. 
Governing bodies followed slowly 
behind private philanthropic un- 
dertakings. 

The overseer of the poor grant- 
ing “outdoor relief,” the poor farm, 
the almshouse, the “welfare house,” 
followed each other in expanding 
service to the undifferentiated in- 
digent. Today, the directors of wel- 
fare on county and local levels of 
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government are suddenly faced with 
large numbers of chronically ill in- 
digent individuals for whom care 
is needed, but not available, even 
at public expense. 

We should not have been caught 
napping in recognizing the immi- 
nence of this sudden demand for 
expansion of facilities for the care 
of the chronically ill. The Presi- 
dent’s Research Committee on So- 
cial Trends (appointed by Herbert 
Hoover in 1929) reported in 1933 
on “Recent Social Trends in the 
United States.” Its monograph on 
“The Population of the Nation” 
made it very clear that as a nation 
we were ageing and that a sharp 
acceleration in the ageing process 
was taking place. 


Many More ‘Elders’ 

“While the population under 5 
decreased from 1920 to 1930, the 
increase in the number of elders 
was larger than for many decades. 
Persons 45 to 64 increased over one- 
fourth and those 65 to 74, over one- 
third. It might almost be said that 
the older the group, the more rapid 
the gain in population.”— (Recent 
Social Trends, page 28.) 

It was pressed home to us then 
and as the result of subsequent 
studies that we might expect a 
steady increase in the proportion 
and number of the “elders” in the 
population until approximately 
1980, when a degree of stabilization 
might be reached. This means that 
chronic illness in its many forms 
will be with us in ever-increasing 
volume for the next forty years. 
There are certain factors which 









must be considered if any plan is to 
be developed to meet present and 
future need. 


1. Chronic illness covers a mul- 
titude of conditions, age groups 
and economic-social levels. ‘The in- 
cidence per 1,000 rises sharply from 
20 to 50 years and much more 
sharply thereafter. For all ages the 
incidence rate per 1,000 persons is 
177, as evidenced by the findings of 
the National Health Survey. For 
those in the age group 65 to 74 it 
stands at 467.1 per 1,000! 


Need Flexible Plan 


Any plan proposed, therefore, 
must be flexible and adapted to 
various ages and economic and so- 
cial settings, as well as to disease 
categories. 


2. The incidence of chronic dis- 
ease is far greater among the indi- 
gent than among the higher income 
groups, according to the National 
Health Survey statistics, which 
show an incidence of chronic illness 
for all income groups of 48 per 
1,000. For the “relief” family the 
rate is 71, almost 50% greater. 

We in the field of public welfare 
administration know that chronic 
illness is an increasingly important 
factor as a cause of dependency. 
Therefore, any plan may properly 
assume that a very considerable 
portion of the cost of minimizing 
economic and social disaster likely 
to engulf the individual or family 
should be financed by the public 
welfare agency, not only as a sound 
social policy but also as econom- 
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ically sound in terms of the tax- 
payers’ dollar. 


3. The urgent need for a solu- 
tion of this problem of the care of 
the chronically ill is focused for us 
by the nationwide network, under 
the Federal Security Agency, of 
county boards of old age assistance, 
supervised by state welfare depart- 
ments and administering grants of 
financial aid from pooled federal, 
state and county funds. 

In December 1943, there were 
2,148,987 recipients of O.A.A. cash 
grants amounting to $57,279,467 
for the month. If we accept the 
statement of the National Health 
Survey on the incidence of chronic 
illness per 1,000 persons in the age 
range of 65 to 74 as correct, then 
among these O.A.A. beneficiaries 
(all of whom are over 65, years of 
age) there are roughly 1,003,216 
persons liable to chronic disease. 
All of them are indigent and a 
large proportion of them will ulti- 
mately need medical, surgical, nurs- 
ing and custodial care. 


Many Receive Grant 

In New Jersey approximately 410 
persons (or 1.6 per cent of the 
O.A.A. caseload) now receive the 
grant with which to pay for care in 
part or in full in licensed nursing 
homes. Hundreds of additional per- 
sons in the same age range are in 
almshouses, county welfare infirma- 
ries and endowed homes for the 
aged and are not included in the 
federal statistics. 

It is apparent from these facts 
that the need for expansion and 
integration of programs for the care 
of the chronically ill is pressing. 

General hospitals are geared to 
give medical, surgical and diag- 
nostic services chiefly to the acutely 


ill. To permit their beds to be oc- : 


cupied by the chronically ill for 
long periods would seriously impair 
their primary obligation to the 
community, and that at an exces- 
sive cost. 

That they are safeguarding the 
public interest in this respect is in- 
dicated by the figures of the Coun- 
cil on Medical Education and Hos- 
pitals of the American Medical 
Association* which, reporting on 
hospital service in the United States 
for 1943, tells us that the average 


_*The Journal of the American Medical Asso- 
ciation—Hospital number, March 25, 1944. 
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length of stay per patient in gen- 


eral nonprofit hospitals is 10 days, 
in general proprietary, 8 days, in 
all governmental general, 19 days. 
The chronically ill are obviously 
not received in substantial numbers 
and are shifted elsewhere as rapidly 
as possible. Outpatient clinics are 
rarely staffed and equipped to meet 
the needs of the chronically ill. 


Demand Good Health 

Incorporated homes for the aged 
hold to a policy which requires that 
those received shall be in good 
health on admission. Many are lim- 
ited as to religious, fraternal and 
other affiliations. There is now a 
trend toward the establishment of 
infirmary wards within such institu- 
tions and the employment of gradu- 
ate nurses. In many instances life 
care was guaranteed on the pay- 
ment of a specified admission fee 
and hospitalization must be pro- 
vided. The regulations of the Fed- 
eral Security Agency make it impos- 
sible to utilize these facilities on 
behalf of O.A.A. clients. 

Homes for incurables are not 
numerous; some are abundantly 
endowed, but the name implies 
“lost hope” and the medical pro- 
gram is limited to making the last 
days comfortable. Incoming patients 
are not always carefully selected 
and persons who might profit by 
aggressive treatment are doomed. 

Dense urbanization and apart- 
ment house dwelling makes the 
problem of care of the chronic in 
his family home almost impossible 
to solve except for the wealthy. For 
them, however, there is abundant 
housing space, the full-time regis- 
tered nurse, the visiting physician 
and all creature comforts. 

For the moderately well-to-do 
there is a serious handicap to the 
whole of family life, especially 
when there are children, and even 
when visiting physician and nurse 
are available the drain on the fam- 
ily budget in caring for the chronic 
over a long term of years is insup- 
portable. 

Some large municipalities and a 
few counties provide first-class facil- 
ities for the care of the aged and 
chronically ill at public expense. 
The stigma attaching to the public 
institution in the minds of many, 
however, creates a handicap for 
those who might otherwise accept 
such care. 


The states for the most part as- 
sume no responsibility for the in- 
stitutional care of the chronic, but, 
as evidenced by recent studies in 
New York, carry a dead weight load 
of senile chronics in the “back 
wards” of mental hospitals. Many 
of these patients can no longer 
profit by the type of care which the 
mental hospital provides and by 
their presence create overcrowding 
which seriously handicaps mental 
hospital administration for those 
acute and early cases for whom help 
is possible. 

A transfer of this load of chronic 
care to a more suitable state insti- 
tution, not yet devised, might pro- 
vide relief in two areas of special 
need. 

The chronically ill now consti- 
tute such an increasingly large pro- 
portion of those requiring hospitali- 
zation and domiciliary care that we 
have neared the point at which we 
may demand from government 
more adequate scientific provision 
for prevention, treatment, cure 
and/or permanent care for them, 
as we did years ago for the men- 
tally ill and tuberculous. 


Facilities Are Scarce 

Public assistance, whether 
through the county welfare board 
or the municipal welfare depart- 
ment, provides a means by which 
the financial problem of the chron- 
ically ill may be solved by an en- 
lightened administrator. Not all ad- 
ministrators are enlightened; not 
all appropriations are adequate. 
Restrictive limitations in law -or 
regulation often prevent the neces- 
sary service. Today, even with 
money available, such facilities are 
not to be had. 

The nursing home, licensed and 
supervised by the state welfare de- 
partment or by an appropriate 
county or municipal ‘authority, can 
cope with the diverse types of 
chronic illness suffered by rich and 
poor alike. The demand is steadily 
increasing for this service to the old 
age assistance client. _ 

Medicai and nursing education 
has not as yet placed sufficient em- 
phasis upon the early diagnosis, 
preventive treatment and medical 
and nursing care of the person suf- 
fering from chronic disease. It is 
the exceptional physician or nurse 
who is interested in and challenged 
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by the chronic case. Rather they are 
bored by the lack of spectacular re- 
sults as compared with those in sur- 
gical conditions and many types of 
acute illness. 

Even the visiting nurse service 
limits the bedside care which can 
be given to chronics because of the 
pressure of the acute service. 

With emphasis today on military 
medicine, surgery and nursing, the 
care of the chronically ill will re- 
ceive a serious setback, unless the 
challenge of the handicapped, dis- 
abled veteran stimulates a recon- 
sideration of the whole matter of 
medical education, hospitalization, 
nursing and related forms of treat- 
ment. 


Study State’s Need 

New Jersey sought to ascertain 
the need for care of the chronic in 
compliance legislative action taken 
in 1931. As a result. of this study it 
was estimated that, exclusive of 
mental disease and _ tuberculosis, 
there were not less than 20,000 
chronic cases in New Jersey. A spot 
check of 1,817 cases showed 63% 
totally incapacitated. In 1937, a 
state relief census served to indi- 
cate not less than 16,000 chronics 
in the population. In 1936 there 
were approximately 30,000 deaths 
in New Jersey from chronic diseases 
out of total deaths of 44,659. 


The social and economic implica- 
tions of these deaths can not be dis- 
regarded. The loss of time from 
work, the family disorganization, 
and the costs of medical care to the 


THIS county welfare house cares for the chronically ill at Monmouth, N. 
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family, the taxpayer and private 
philanthropy are enormous. 

Applying the National Health 
Survey averages- to New Jersey we 
should expect 29,000 chronics. Not 
all of them by any means are 
in need of institutional care, and 
many could be relieved by thera- 
peutic measures, were they avail- 
able. Thus National Health Survey 
figures seem to offer a reasonable 
guide to planning. 


Challenge of Reality 


We must face reality. The prob- 
lem is so large, numerically; the so- 
cial and economic results so grave, 
that we are justified in asking gov- 
ernment to provide certain institu- 
tional services as we did long ago 
for mental disease and tuberculosis. 
In addition, we must look to gov- 
ernment to meet the financial costs 
of services rendered by private phil- 
anthropic hospitals, clinics, nursing 
services, and proprietary nursing 
homes under public license and su- 
pervision in order to meet the wide- 
spread need. 


Dr. Russell H. Blaisdell, superin- 
tendent of the Rockland State Hos- 
pital for Mental Disease, states that 
with a census of 5,927 the institu- 
tion is crowded 30% above its nor- 
mal capacity and that, “State hos- 


pitals have become the respository 
of old age patients. Here in Rock- 
land we have 2,000 patients, or 
30% of our caseload, in this group. 
In 1912 sufferers from cerebral arte- 
riosclerosis . . . represented 3% of 
the mentally ill; today they repre- 
sent 18%.”* 


Relieving Overcrowding 


This condition exists in almost 
every mental hospital in the coun- 
try. May we suggest that the prob- 
lem of overcrowding in mental hos- 
pitals could be relieved in part by 
the establishment of state chronic 
hospitals, to which, by proper 
methods of classification the dead 
weight load might be transferred? 
In addition such an_ institution, 
properly located, equipped and ad- 
ministered could receive directly 
from the community and serve suc- 
cessfully chronic patients for whom 
no satisfactory service can be pro- 
vided nearer home. 

Monmouth County, New Jersey, 
offers a concrete example of an at- 
tempt to meet the need of chronic 
illness by direct action at county 
expense and of paying the bill for 
services rendered by private agen- 
cies. 

For many years the freeholders 
(county commissioners) have made 
direct grants to general hospitals 
for care of the medically indigent, 
but without fully meeting the costs. 

In 1930, while continuing finan- 
cial grants to general hospitals, the 


*New York Times, March 28, 1944. 


J., giving the maximum of effective care with minimum cost. 
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freeholders established a county 
welfare house after conferences 
with and assistance in planning 
from the State Department of In- 
stitutions and Agencies, so that the 
maximum of effective care for the 
chronically ill might be had at 
minimum cost. 

This provided for 150 aged and 
chronically ill, with all costs to be 
met from county funds. It was di- 
rectly administered by the county 
welfare board, which was also re- 
sponsible for old age assistance 
clients in boarding or licensed nurs- 
ing homes throughout the county; 
payment for such care was made 
from pooled funds—federal, state 
and county—at a margin of profit. 


Three nursing homes, licensed 
and supervised by the state, with a 
total of 97 beds all constantly filled 
to capacity, expand facilities in 
which the county board pays for 
service. It is obvious from the ex- 
perience of this county that the 
need for chronic care is rising more 
rapidly than facilities can be pro- 
vided under present plans. 


The generalized nursing service, 
coordinated through the Mon- 
mouth County Organization for 
Social Service, bridges the gap be- 
tween institutional and home care. 
Through pooling of funds from pri- 
vate charity, county, municipal and 
state aid, and grants to old age as- 
sistance clients, the bills for the 
chronically ill, as well as for public 
health services, are paid. 


Guarantee Payment 


Payment of the physician from 
public funds for service to indigent 
chronics must also be guaranteed. 
In all counties in New Jersey such 
payments are made from pooled 
federal, state and county funds 
through grants to old age assistance 
clients. In all municipalities which 
choose to accept state municipal aid 
in their relief programs payment is 
also made to the physician. 

Simplification of method and 
adequacy of payment are yet to be 
hoped for. These will not be real- 
ized until the profession deals ob- 
jectively with the plans for health 
and sickness service now being pro- 
posed. 

The general hospital must con- 
sider population trends in future 
planning. Is it beyond the range of 
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possibility that a portion of the 
need for the care of the chronic 
sick will be met by a reallocation 
of ward or room space in our larger 
hospitals, set aside for the time 
when active therapy may produce 
results for the chronic, thus provid- 
ing training and experience badly 
needed by nurses, interns and phy- 
sicians? 


The ambulant clinic service of 
the general hospital will have great 
demands made upon it in the next 
forty years by the chronic. We are 
not now well equipped to meet that 
challenge. Here again public funds, 
related to the cost of rendering the 
service, should be available. 


Asks Coéperation 


The philanthropic homes for the 
aged, together with the public in- 
stitutional facilities available, co- 
ordinated with general hospital 
active treatment, could solve many 
of our present problems. 

The medical social worker is an 
important cog in the social machin- 
ery to care successfully for the 
chronic, relating him to his family 
and his community. This holds 
whether he (or she) is in a public 
or private institution, a nursing 
home or a general hospital. 


The conclusions we reach are: 


1. That chronic illness in ever- 
increasing volume is with us to stay. 


2. That it has become, by vir- 
tue of its volume, a public responsi- 
bility. 

3. That pending the establish- 
ment of public institutions and 
services, existing facilities and 
methods can be temporarily adapt- 
ed to meet the need provided pub- 
lic funds are available to pay the 
bills. 


4. That any federal program in 
the field of health and _ sickness 
must not fail to recognize the im- 
portance of meeting the challenge 
of this unseen plague—chronic dis- 
ease. 
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Dr. Jarrett Goes 
To Touro July 1 


Lewis E. Jarrett, M.D., director 
of the hospital division, Medical 
College of Virginia, at Richmond, 
resigned his position effective July 
1, to become superintendent of 
Touro Infirmary, New Orleans. 

Dr. Jarrett has been an active 
member of the American Hospital 


Association since 1930, serving as 
chairman of the section on con- 
struction in 1936 and 1938, as a 
member of the council of hospital 
service plans in 1938 and as vice 
president in 1937-38. He is now on 
the board of trustees, a position he 
has held since 1942. 

Dr. Jarrett was educated at Wash- 
ington and Lee University and 
the Medical. College of Virginia, 
graduating in pharmacy in 1922, 
and receiving his B.S. and M.D. de- 
grees in 1932. He was a pharmacist 
at the Medical College until 1924 
when he became assistant superin- 
tendent. Since 1933 he has been 
director. 

He is a fellow of the American 
College of Hospital Administra- 
tors, and has been secretary and 
president of the Virginia Hospital 
Association, chairman of the board 
of directors for the Richmond Hos- 
pital Service Association during 
1935, a member of the Richmond 
Academy of Medicine and the Med- 
ical Society of Virginia. 
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ARM FAMILIES expect intelligent 
Fiicadership and coéperation from 
the hospitals and medical profes- 
sion of the United States in the 
preservation and maintenance of 
their health, preferably under a 
voluntary method of organization 
and financing, with a minimum of 
government participation insofar as 
services to the self-supporting group 
are concerned. 

This point of view typified most 
of the discussion of a three-day con- 
ference on “Medical Care and 
Health Services for Rural People” 
held at the Shoreland Hotel, Chi- 
cago, April 11 to 13. 

The conference was called by the 
Farm Foundation, a philanthropic 
organization devoted to the im- 
provement of rural family health 
and welfare, of which Henry C. 
Taylor, Ph.D., internationally rec- 
ognized agricultural economist, is 
the director. 


Educational Purpose 


The purpose of the conference 
was “to consider ways and means 
by which rural people might obtain 
more adequate medical care and 
health services and might share 
more fully in the benefits of mod- 
ern medical science.” The delegates 
were not asked to commit them- 
selves to any particular point of 
view or procedure. The conference 
was intended to be purely educa- 
tional in character. 

Those in attendance, approxi- 
mately 100 persons, were about 


equally divided between represent- 
atives of farm and rural organiza- 
tions throughout the country, (farm 
bureaus, granges, unions and cc- 
operatives) on the one hand, and 
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medical men and technical special- 
ists on the other, (representatives 
of federal and state departments of 
health and agriculture, state uni- 
versities and the hospital and med- 
ical field). Present for the American 
Hospital Association and Blue 
Cross were Frank J. Walter, Gra- 
ham L. Davis, Ray F. McCarthy 
and the writer. 

The entire program was infor- 
mal, and was opened by a summary 
of the economic and social prob- 
lems of farm life, which were listed 
by one speaker in terms of the fol- 
lowing factors: 

The generally low economic level 
of farm families, of whom less than 
58 per cent received $1,000 or more 
net cash income in 1941, (according 
to Dr. Helen Jeter of the Department 
of Agriculture). 

The relatively great distances be- 
tween families and units of economic 
activity. 

The historic apathy toward health 
service and unfamiliarity with mod- 
ern facilities. 

The present and prospective short- 
age of well-trained physicians. 

Recent trends from subsistence to 
commercial farming. 

Recent emergence of the desire for 
group action in attaining individual 
and community social objectives. 

Individuals from the Great Plains, 
the Middle West and South recited 
in turn the difficulty of attracting 
qualified physicians to sparsely 
settled areas. More than one dele- 
gate referred to the absence of good 
diagnostic facilities, and the finan- 
cial burden of paying for service in 
the local proprietary hospitals, 
many of which have been closed 
with the entry of younger physi- 
cians into the armed service. 





An important part of the discus- 
sion centered around special studies 
of rural health which have been 
made in Nebraska and Ohio under 
the direction of Miss Elin Ander- 
son, a member of the staff of the 
Ohio Farm Foundation. In each 
state, the farm groups, health de- 
partment, and medical profession 
have joined to achieve a codérdi- 
nated health service for communi- 
ties where medical care had proved 
to be inadequate. 


Those in attendance showed 
great. interest and some familiar- 
ity with all methods of prepayment 
for medical care—commercial, non- 
profit and governmental. It was re- 
ported that farm bureaus have been 
active in the sponsorship of Blue 
Cross plans in 15 states, and that 
members of the Grange and Farm- 
ers’ Union have supported them in 
many communities. 


Need Qualified Doctors 


The greatest interest was ex- 
pressed toward a program which 
would assure the continuous pres- 
ence of a qualified doctor who 
would place emphasis upon preven- 
tive medicine and health conserva- 
tion. Methods of prepayment ac- 
cordingly were regarded as devices, 
not merely to avoid uncertainty in 
the cost of sickness for the individ- 
ual farm families, but also to insure 
the actual presence of a physician 
and proper medical facilities. 

Interesting reports were received 
concerning various types of prepay- 
ment programs, including Blue 
Cross, which was accepted as a part 
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of community organization in most 
areas. 

The Sand Hills Health Associa- 
tion, Thedford, Neb., comprises a 
group of farm families, each of 
which pays $30 a year to assure the 
presence of a qualified medical 
practitioner in an area of three 
counties with approximately 3,000 
population. 

The physician is paid a liberal 
salary and a travel allowance for 
his services as a general practi- 
tioner, plus a percentage of the fees 
charged for minor surgery. He con- 
ducts “clinics” (that is, maintains 
office hours) in each of the villages 
in the area several times a week. 

Emphasis is placed upon office 
practice, and residents of the area 
are encouraged to limit the number 
of house calls required. A public 
nurse supplements the doctor’s ac- 
tivities. The organization is con- 
trolled by an elected board of direc- 
tors, chosen by the members from 
each of five towns or trade territo- 
ries within the community. No hos- 
pital is now available, but the con- 
struction of one is under considera- 
tion. 


Covers Whole County 


A somewhat different organiza- 
tion is the Taos County Coépera- 
tive Health Association, Taos, 
N. M., where the Farm Security 
Administration program has been 
expanded to cover the entire popu- 
lation with the coéperation of the 
County Medical Society and the 
State Department of Public Health. 
Complete medical service is pro- 
vided, including hospitalization, 
with a full-time medical director 
and dentist, several part-time prac- 
ticing physicians, and the assistance 
of several Spanish-speaking medical 
externs. 

Dr. F. D. Mott, medical director 
.of the Farm Security Administra- 
tion, described the current pro- 
grams of medical care for 1,000 
groups of borrowers, representing 
600,000 persons. These groups have 
received care through coéperative 
arrangements with medical socie- 
ties, local hospitals and the Blue 
Cross plan. 

More recently, the United States 
Department of Agriculture has sup- 
plemented the Federal Security Ad- 
ministration activities with special 
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programs in experimental areas 
where all farm families are eligible 
to participate..Each participating 
family pays 6 per cent of its net 
cash income for complete medical 
and hospital care. The balance of 
the necessary funds is furnished by 
the United States Department of 
Agriculture. Local physicians and 
hospitals are utilized, with free 
choice permitted among the avail- 
able doctors and hospitals. 


Costs $50 to $60 


According to Dr. Mott, the pro- 
gram has provided additional secur- 
ity to the participants, has increased 
the volume of care received, and has 
assured reasonable remuneration of 
physicians and hospitals. The aver- 
age total expenditure per family 
ranged from $50 to $60 a year for 
the service. Activities were directed 
by especially formed health associa- 
tions in each area, which deal di- 
rectly with representatives of the 
government. 


Dr. Fred W. Jackson, deputy 
minister of health for the Province 
of Manitoba, described the expan- 
sion of the municipal doctor sys- 
tem of the prairie provinces, by 
which many rural communities levy 
a tax to support a full-time salaried 
physician for general practitioner 
services. The Department of Health 
supervises the relations between the 
doctors and the municipalities. A 
municipality in Canada corresponds 
to a county in the United States. 


The contracts permit each doctor 
to enjoy a regular “holiday” each 
year, to spend some time in post- 
graduate study, and to emphasize 
the prevention of disease and the 
conservation of health. 


Lists Standards 


As a yard stick to measure the 
adequacy of public health and med- 
ical programs for a community, Dr. 
Michael M. Davis, New York, list- 
ed the following characteristics or 
standards in terms of which any 
program should be measured: 


Degree of coverage for various eco- 
nomic and social groups. 

Freedom of choice by patients and 
freedom of action by physicians. 

Tendencies toward unity or divi- 
sion of activity. 

Size of population and geographic 
areas. 

Degree of local responsibility for 
policies and procedures. 


Extent of preventive service. 


Professional and financial induce- 
ments to medical practitioners. 


Removal of the burden of sickness 
costs from individuals. 


Methods of payment for doctors— 
fee-for-service, capitation, or salary. 

Effect upon quality of care of health 
service rendered and received. 

The conference applauded the 
concept of the modern hospital de- 
scribed by Frank J. Walter. He 
stated that the hospital should be 
thought of as a medical service cen- 
ter, rather than merely a custodial 
institution or dormitory. Emphasis 
should be placed upon prevention, 
as well as the diagnosis and treat- 
ment of disease. Group practice of 
medicine should be encouraged in 
the interests of adequate service and 
reasonable economy. 


Prepayment plans should be ‘fos- 
tered and developed to remove the 
burden of sickness costs from in- 
dividuals and to stabilize the financ- 
ing of a good hospital program. 
Care of the indigent should be in- 
tegrated with services to the self- 
supporting population who must 
ultimately pay the entire bill. Hos- 
pital services should be coérdinated 
regionally with the more expensive 
and highly specialized equipment 
in the more populous areas, with ar- 
rangements for convenient prompt 
service to hospitals with less com- 
plete equipment in the smaller 
towns and rural communities. 


Federal Survey 


Much interest was expressed in 
tentative programs of the Postwar 
Planning Committee of the United 
States Department of Agriculture, 
which has made a preliminary sur- 
vey of the problems facing the ade- 
quate distribution of rural health. 

Early analyses indicate, according 
to Kenneth G. Pohlmann, health 
specialist of the Department of Ag- 
riculture, the following needs: (a) 
expanded public health activities; 
(b) attention to the reallocation of 
physicians; (c) the establishment of 
hospitals as health centers, also ad- 
ditional hospital construction; (d) 
new methods of payment for medi- 
cal care, including both the insur- 
ance principle and the use of taxes 
which would include equalization 
funds from the larger government 
units; (e) federal establishment of 
standards nationally with responsi- 
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bility for local application along 
the lines of the standards of the 
American Public Health Associa- 
tion and the American Public Wel- 
fare Association; (1) a master plan 
for the organization, distribution 
and financing of health services and 
medical care. 


Plans for Veterans 


Dr. Dean A. Clark, who presided 
at several sessions, and Dr. V. M. 
Hoge, both of the United States 
Public Health Service, described 
the plans for vocational rehabilita- 
tion of veterans, construction and 
maintenance of hospitals and for re- 
location of physicians through fed- 
eral funds. 

The practical problem of keep- 
ing qualified doctors “down on the 
farm, after they've seen Paree” was 
clearly recognized. The concensus 
indicated that the scarcity of phy- 
sicians was essentially an economic 
problem, and that, if adequate in- 
come for doctors were supplement- 
ed with adequate facilities for the 
practice of good medicine, many 
physicians would establish and 
maintain their practice in rural 
areas. 

Attention was called to the fact 
that the governor of North Carolina 
has proposed a four-year medical 
school which will place emphasis 
upon the training necessary for 
rural practice and will encourage 
North Carolina residents to remain 
within the state. 


Mention was also made of the 
fact that the States of Vermont, 
West Virginia, and North Carolina 
now grant scholarships for medical 
students who will agree to practice 
at least one year in a rural section 
of the commonwealth. One dele- 
gate suggested the desirability of 
regular programs of rural intern- 
ships to replace or supplement the 
hospital internships required for 
the granting of licenses in some 
States. 


Recognizes Dilemma 


Miss Elin Anderson, in summariz- 
ing the discussion, recognized the 
dilemma between the need and de- 
sire of the farm population for serv- 
ices of qualified physicians and the 
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fact that the only generally avail- 
able prepaid services were those 
covering hospitalization under the 
Blue Cross. 


There appeared to be an over- 
whelming preference for voluntary 
action in any planning program 
and for reliance upon current local 
funds rather than state or federal 
resources when taxation was neces- 
sary in the financing of medical 


care and hospitalization. 


In a discussion of proposals for 
extension of the social security pro- 
visions to farm groups, representa- 
tives of the farm organizations ex- 
pressed different points of view. 


Spokesmen for the Farm Bureau 
indicated a desire to limit proposals 
for old age unemployment disabil- 
ity and medical care insurance to 
voluntary programs which are now 
in operation and which might be 
developed in the future. 


Representatives of the Farmers’ 
Union stated that their organiza- 
tion generally favored the extension 
of all social security benefits includ- 
ing medical service, to the rural 
areas. 


The policy of the state and na- 
tional granges has been to study the 
probable social and economic ef- 
fects of social security participation 
on the health, welfare and economic 
position of the farmer. 


Submit Proposals 


At the close of the conference, an 
unofficial committee selected from 
the representatives of the Farm 
Bureau, the Grange, the Farmers’ 
Union and the Southern Tenants 
Farmers’ Union submitted several 
recommendations to the trustees 
and officers of the Farm Founda- 
tion. These included requests: 


1. That the governor of each state 
be asked to appoint a committee or 
commission to study the problems of 
rural health and medical care in the 
respective states. 


2. That farm organizations be en- 
couraged to continue study and ex- 
perimentation in the field of health 
service, drawing upon local and na- 
tional professional and civic groups 
such as the associations of hospitals, 
physicians, public health organiza- 
tions, medical colleges and other 
groups. 


3. That the foundation stimulate 
the establishment of scholarships for 
farm boys and girls who will study 


medicine and nursing and return to 
rural areas for practice. 


4. That the foundation establish a 
national committee on rural health by 
providing technical services and in- 
formation and by inviting the nation- 
al farm organizations to name repre- 
sentatives to serve on the committee. 


Dr. R. G. Leland of the Ameri- 
can Medical Association, and Dr. 
Kingsley Roberts of Medical Ad- 
ministration Service offered the co- 
operation of their agencies in the 
study of health needs, the establish- 
ment of group practice and group 
payment facilities, and the coérdi- 
nation of medical care with existing 
public health services and farm or- 
ganizations concerned with welfare 
and health problems. The expand- 
ed interest of the Hospital Service 
Plan Commission to include pre- 
payment plans for medical service 
was also described, as well as the 
work of the American Hospital As- 
sociation’s committee for a Post- 
War Planning Commission for Hos- 
pital Service. 


CONCLUSION 


There appeared to be general 
agreement with the report of the 
committee of farm representatives 
“that a serious health problem ex- 
ists in many rural areas throughout 
the United States.” 

This situation results from the 
lack of adequate health education, 
facilities and doctors; the lack of 
financial resources and interest to 
establish or maintain the necessary 
centers for medical services; the 
lack of sufficient income in some 
areas “even to afford the necessary 
services which are available.” 


Hospital administrators and trus- 
tees face a challenge and an oppor- 
tunity to provide leadership in serv- 
ice to the rural areas of America, 
many of which are unfamiliar with 
the concept of the hospital as a 
community agency for complete 
health and medical care. 

There is a need for the hospitals 
and Blue Cross plans to give more 
attention to “health conservation 
and prevention medicine,” if they 
are to play a significant role in a 
program of rural health, which is 
at once the foundation of Amer- 
ica’s wealth and the goal of those 
who cherish democratic methods 
and ideals. 
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COMPLETE 
COVERAGE Js Feature of New License 


Regu lations in Minnesota 


N APRIL 1941, the Minnesota leg- 
I islature passed a bill requiring 
the licensure of all hospitals and 
related institutions in the state. 
Prior to this time Minnesota, like 
many other states, had a maternity 
hospital law which was adminis- 
tered by the state welfare agency. 
This law, which became effective in 
1918, covered all places receiving 
more than one maternity patient 
within a period of six months. 

There was nothing in the statutes, 
however, which would prevent any 
unscrupulous or incompetent per- 
son from starting a rest home or 
sanitarium and advertising it as 
such to the public. As a result, 
many unsatisfactory conditions de- 
veloped, particularly in the care of 
the aged and chronically ill. Re- 
ports of abuses in this field prompt- 
ed the Minnesota Hospital Associa- 
tion and the Minnesota State Med- 
ical Association to seek legislation 
to correct these evils, and it was 
through their efforts that a compre- 
hensive hospital licensing law was 
enacted. 


Covers Wide Field 

The new law has broad coverage. 
Not only does it require the licen- 
sure of places providing “hospitali- 
zation of the sick or injured,” but 
also of places providing “chronic or 
convalescent care of aged or infirm 
persons.” In the opinion of the at- 
torney general of Minnesota, the 
law applies when two or more per- 
sons, exclusive of relatives, are re- 
ceiving care at one time. In addition 
to the “hospitals, sanatoria, rest 
homes, nursing homes,” which the 
law specifically mentions, it also 
covers institutions such as homes 
for the aged operated under charit- 
able, fraternal, or church auspices 
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if they provide chronic or convales- 
cent care to two or more guests at 
one time. 

An amendment enacted by the 
1943 legislature has also brought 
under the purview of the law in- 
stitutions operated by governmental 
units. Included in this group are 
state hospitals for the mentally ill 
or defective, the hospital depart- 
ments of other state institutions, 
county tuberculosis sanatoria, coun- 
ty homes and poor farms if chronic 
or convalescent care is provided, 
and a number of other institutions 
such as municipal contagious hos- 
pitals. 

The administration of the hos- 
pital licensing law was placed by 
the legislature with the Minnesota 
Department of Health. The licens- 
ing function with respect to ma- 
ternity hospitals was also trans- 
ferred from the state director of 
social welfare to the Minnesota 
Department of Health. Since a sub- 
stantial portion of the licensing 
function consists of regulating the 
conduct of maternity hospitals, the 
responsibility for issuance of licenses 
was placed on the Division of Child 
Hygiene, and two nurses were as- 
signed to the work. 


Other Divisions Help 

In discharging this responsibility, 
the division has the assistance of 
the various divisions of the Minne- 
sota Department of Health, partic- 
ularly the Division of Sanitation. 


The law went into effect on Jan- 
uary 1, 1942. Between its enactment 
and that date it was necessary to 
set up the program. One of the first 
steps was to classify institutions for 
licensing purposes. On the basis of 
legal requirements and the estab- 
lished function of known institu- 
tions, these six classifications were 
set up: general hospitals, with and 
without maternity service, special- 
ized hospitals, homes for unmarried 
mothers, maternity homes, homes 
for the aged, and homes for chronic 
and convalescent patients. 


Clarify Terminology 


The distinction between homes 
for the aged and homes for chronic 
and convalescent patients may not 
be clear, inasmuch as a large propor- 
tion of the patients in chronic and 
convalescent homes are aged per- 
sons. However, the term “home for 
the aged” is reserved for charitable 
or philanthropic institutions receiv- 
ing aged persons for relatively per- 
manent care, whereas the term 
“home for chronic and convales- 
cent patients” applies to the nurs- 
ing home or rest home which is 
operated by an individual in a 
building of private dwelling type. 
The classification as originally set 
up has since proved satisfactory for 
most purposes. 

As a basis for the issuance of li- 
censes, standards are necessary and 
the hospital licensing law empow- 
ers the Minnesota Department of 
Health to establish reasonable 
standards which it finds required in 
the public interest. Under the pro- 
visions of the law this function is 
carried out with the assistance of 
an Advisory Board composed of 
four representatives of the Min- 
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nesota Hospital Association, two 
representatives of the Minnesota 
State Medical Association, and the 
State Director of Public Institu- 
tions. 

With the aid of this board and 
other interested groups separate 
standards were prepared for institu- 
tions in the various classifications 
which take into consideration the 
type of care provided, legal require- 
ments, and the physical characteris- 
tics of the institutions comprising 
each group. 

In general, the hospital standards 
cover the following: (1) submission 
of plans; (2) location and commu- 
nication; (3) physical plant includ- 
ing construction, safety features, 
and environmental and food sanita- 
tion; (4) accommodations for pa- 
tients; (5) equipment for nursing 
care and handling of medications; 
(6) general equipment such as steri- 
lizers and hand-scrub facilities; (7) 
adequacy of medical, nursing, and 
other personnel; and (8) reports 
and records. 

Special requirements for mater- 
nity service include personnel, ac- 
commodations, provision for labor 
and delivery care, provision for care 
of infants, practices, and social wel- 
fare aspects. 


Other Standards 


The standards for institutions in 
the other classifications follow the 
same general outline with the addi- 
tion of requirements to cover spe- 
cial needs, and the deletion of re- 
quirements which do not pertain to 
either the plant or the operation of 
these homes. 

All of the standards have recently 
been revised and coérdinated and 
are to be published this spring, to- 
gether with laws regulating hospi- 
tals and standards established by 
the state fire marshal. 

Following the classification of in- 
stitutions and the adoption of pre- 
liminary standards, it was necessary 
to apprise institutions believed sub- 
ject to licensure under the new hos- 
pital licensing law. Considerable 
assistance in this work was given by 
the county welfare boards in fur- 
nishing the Division of Child Hy- 
giene with the names of institutions 
or individuals caring for public as- 
sistance recipients. 

The records of the State Division 
of Social Welfare were also invalu- 
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LICENSURE STATISTICS 


An idea of the relative number 
of Minnesota institutions in each 
classification may be gained from 
the state’s 1943 license applications, 
although this number does not in- 
clude public institutions now subject 
to licensure. 

During 1943, applications were 
received from 419 institutions—191 
general hospitals, 11 specialized hos- 
pitals, 64 maternity homes, 7 homes 
for unmarried mothers, 111 chronic 
and convalescent homes, 35 homes 
for the aged providing chronic and 
convalescent care. 

In addition to this number, there 
are seven homes for the aged which 
are operated in conjunction with 
general hospitals, for which separate 
applications are not required. 











able in furnishing information on 
maternity hospitals and other in- 
stitutions which had been inspected 
but not licensed by that agency. 

In many instances it is found that 
the status of the proposed institu- 
tion must be cleared before an ap- 
plication can be requested. For in- 
stance, it is not always immediately 
apparent that a home caring for 
aged persons is providing chronic 
or convalescent care within the 
meaning of the law. 


Basically, chronic or convalescent 
care is construed to mean nursing 
care which extends, or is likely to 
extend, over a considerable period 
of time, but what constitutes nurs- 
ing care is frequently a moot ques- 
tion! 

The problem calls for the exer- 
cise of considerable judgment, and 
at times such factors as the needs of 
the community and the desirability 
of establishing the home as a po- 
tential nursing home enter into 
the decision. After the status has 
been cleared and requirements ex- 
plained, an application is secured 
from the proposed institution. 

A discussion of the mechanics of 
issuing licenses in the Minnesota 
program may be of some interest to 
hospitals generally. On receipt of 
an application by the Division of 
Child Hygiene, an inquiry is rou- 
tinely sent to the state fire marshal 
for his report on compliance with 
fire protection standards. Approval 
with respect to compliance with 
child welfare laws is also obtained 
from the state director of social wel- 
fare. 





In Minnesota’s three cities of the 
first class, inquiry is also made of 
local authorities with respect to 
compliance with pertinent local 
building and zoning ordinances. If 
the institution has not been visit- 
ed, an investigation is then made, 
which may include interviews with 
physicians, county nurses, and coun- 
ty welfare boards. 


If the findings of the investiga- 
tion are satisfactory, a license is 
issued. Frequently a first license 
may be issued with the understand- 
ing that certain ‘unsatisfactory con- 
ditions will be corrected. However, 
if there is reason to doubt the good 
faith or ability of the applicant to 
make the necessary improvements 
a license may be withheld until the 
recommended changes are made. 


The foregoing has attempted to 
give a resume of the law itself, to- 
gether with a brief description of 
the program developed for its ad- 
ministration. The question natural- 
ly arises: what are the results of 
this program? Has it accomplished 
the purpose for which the law was 
enacted? 


This purpose, it may be assumed, 
was to ensure in the light of exist- 
ing knowledge safe and adequate 
care for patients in places other 
than their own homes or those of 
relatives. 


Three-Way Program 


Broadly speaking, this purpose is 
effected in three ways: (1) by pre- 
venting the establishment of sub- 
standard places; (2) by maintaining 
and improving the standard of pro- 
vision for care in existing institu- 
tions; and (3) by serving as a source 
of information on hospital facilities 
and needs, and the newer develop- 
ments in the field of hospital care. 


The most obvious benefit to be 
derived from a hospital licensing 
law is the prevention of the estab- 
lishment of unfit or sub-standard 
places. The requirement of a gov- 
ernmental sanction before a place 
is permitted to operate will cover 
many institutions not affected by an 
accrediting or registration program. 
The establishment of sub-standard 
places may be. prevented by deter- 
ring an undesirable applicant from 
starting, or by assisting a desirable 
applicant. 

The most frequent reasons for 
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deterring prospective institutions 
are incompetency on the part of 
the applicant and unsatisfactory 
housing conditions, such as insuf- 
ficient space or the presence of fire 
hazards. Only a few of the persons 
prevented from operating are un- 
scrupulous or irresponsible individ- 
uals, although it is perhaps worthy 
of mention that among the per- 
sons so deterred within the past 
two years were two drug addicts 
who had advertised for patients, a 
chronic alcoholic, and a number of 
individuals who had apparently lit- 
tle regard for the well-being of the 
persons in their care. 


Act in Good Faith 


However, many would-be opera- 
tors of rest homes or maternity 
homes are well-meaning individuals 
who do not fully appreciate the re- 
sponsibilities involved in receiving 
patients for care. After require- 
ments are explained they are usu- 
ally willing to give up the idea vol- 
untarily and thereby avoid the 
stigma of having their applications 
rejected. 

The desirable applicant is given 
full information on the require- 
ments of the law and standards to 
be met, and other information 
which will be helpful. The most 
satisfactory time to apply standards 
is at the time the institution is 
started. This is particularly true 
with respect to building require- 
ments. 


In Minnesota, institutions are re- 
quired to submit plans for review 
and approval with respect to com- 
pliance with licensing standards be- 
fore construction is started. This 
review is made by the hospital li- 
censing staff and the consultant 
nurse on newborn nurseries of the 
Division of Child Hygiene and by 
the Division of Sanitation. 

At the same time, the institution 
is referred to the state fire marshal 
for review with respect to fire pro- 
tection standards and to the Divi- 
sion of Accident Prevention of the 
State Department of Labor and In- 
dustry if an elevator is contem- 
plated. In the review of plans, op- 
portunity is also given to refer the 
institution to source material on 
hospital planning and construction, 
and on request lists of new hospi- 
tals are furnished to hospital boards 
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which wish to obtain the experi- 
ence of other communities. 


The importance of this review of 
plans has never been better illus- 
trated than at the present time. 
Already a number of postwar pro- 
jects are under way, with many 
others in the offing. According 
to available information, approxi- 
mately twenty new general hospital 
buildings are planned for Minne- 
sota, with modernization and ex- 
pansion of facilities planned for a 
dozen more. 


Several specialized hospitals are 
also being planned, including a 
private hospital for the mentally ill 
and a home and hospital for un- 
married mothers. Ten homes for 
the aged have under consideration 
the construction of new buildings 
or additions to existing buildings, 
chiefly to provide more infirmary 
space. Two counties are also giving 
serious consideration to the estab- 
lishment of chronic hospitals for 
public assistance clients. 


The second broad method by 
which the purpose of the hospital 
licensing law is made effective is by 
maintaining and improving the 
standard of care in existing institu- 
tions. This is accomplished by the 
annual issuance of licenses after 
periodic investigation made yearly 
or oftener as necessary on the basis 
of licensing standards. Representa- 
tives of the state fire marshal also 
visit each institution annually. 


Plan Sanitation Survey 


Up to the present, important 
problems in sanitation, including 
the examination and approval of 
plans for new construction of phys- 
ical plant and mechanical equip- 
ment, have been referred to the 
Division of Sanitation. Recently, 
arrangements have been made with 
that division for an environmental 
sanitation survey of all institutions. 
This will cover the water supply, 
plumbing, and disposal of sewage 
and garbage; food sanitation in- 
cluding storage, refrigeration, and 
handling of foods, dishwashing and 
handling and storage of dishes and 
utensils; and insect and rodent 
control. 


Special problems in nursery or- 
ganization and operation, and in 
dietary are referred to the division’s 
consultant in newborn and prema- 


ture care, and to its nutritionist. 
Outbreaks of communicable dis- 
eases are referred to the Division 
of Preventable Diseases for epidemi- 
ological investigation and control. 
The Division of Preventable Dis- 
eases also provides a bacteriologist 
to make periodic advisory visits to 
hospital laboratories. 


After each investigation, neces- 
sary recommendations are made to 
obtain compliance with standards 
and a reasonable time interval al- 
lowed in. which to effect the recom- 
mended changes. Recommenda- 
tions cover such varied phases of 
the work as reduction in capacity 
or re-distribution of patients, repair 
or redecoration of building, im- 
provement in sanitation, provision 
of better facilities for giving nurs- 
ing care, safer handling of medica- 
tions, and better record keeping. 


Cites Typical Cases 


Two examples might be cited to 
show the use of standards in effect- 
ing improvements. The first per- 
tains to the maternity bed capacity 
in hospitals. Under the maternity 
hospital law, the Minnesota Depart- 
ment of Health is required to pre- 
scribe a maximum maternity bed 
capacity in institutions receiving 
maternity patients. 

Since this capacity is based on 
provision for infants as well as pro- 
vision for mothers, it has been 
necessary to establish a minimum 
standard for nursery space in con- 
junction with other requirements. 
With the unprecedented increase in 
hospital births during the past few 
years, hospital nurseries have in- 
evitably been overcrowded, and 
many have fallen considerably 
short of the minimum space per 
infant required for safety. 


Therefore the hospital licensing 
staff is now obtaining measure- 
ments of nurseries on visit, with a 
view to directing the attention of 
the hospital authorities to the ne- 
cessity of providing more adequate 
space or reducing the number of 
patients received for care. 


It has also been found desirable 
to prescribe a capacity in homes for 
chronic and convalescent patients. 
One of the criticisms most fre- 
quently made of rest homes is that 
of overcrowding, and in many in- 
stances this criticism has been justi- 
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fied. However, overcrowding 1n rest 
homes cannot always be attributed 
to the operator’s disregard for the 
welfare of her patients. 

In homes receiving public assis- 
tance recipients, particularly, the 
amount received per patient may 
be so small that a few patients or 
less may make the difference be- 
tween continued operation of the 
home or its discontinuance. Then, 
too, in many communities the need 
for this type of facility is so great 
that a woman may find it difficult 
to refuse an importunate relative or 
social worker who begs her to ac- 
cept a patient “for a few days only” 
until another home can be found. 


For these reasons, the licensing 
agency approaches the problem of 
determining a capacity sympathet- 
ically, yet with full awareness that 
to be effective standards must be 
applied impartially. In determining 
a desirable maximum capacity, it 
has been found necessary to meas- 
ure patients’ rooms in the majority 
of rest homes, and in many in- 
stances, to draw floor plans. 


These plans have proved a useful 
device in considering such building 
factors as available space, room ar- 
rangement, and the accessibility of 
bathroom facilities which must be 
taken into consideration in con- 
junction with nursing personnel in 
determining the capacity of the 
home. On the whole, rest home op- 
erators have been remarkably co- 
operative in accepting the limita- 
tion on intake as well as other 
recommendations made by the li- 
censing agency. 


Is Information Source 

In addition to preventing sub- 
standard places from operating, and 
maintaining and improving the 
standard of care in existing institu- 
tions, a licensing agency has a third 
important function—that of serving 
as a source of information on hos- 
pital facilities and needs and the 
newer developments in the field of 
hospital care. 

This function is performed in a 
number of ways. The department 
maintains an up-to-date register of 
licensed institutions and furnishes 
this information to public and pri- 
vate health and welfare agencies 
and other individuals having a 
legitimate need for this informa- 
tion through the annual publica- 
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tion of a directory and lists pre- 
pared in response to inquiries. 

In administering the licensing 
law it is also possible to make spe- 
cial surveys which are particularly 
useful when complete coverage is 
desired. For instance, a report of 
nursing service in hospitals and re- 
lated institutions was prepared 
from information secured with the 
1943 applications for renewal of 
licenses. 

A table was set up which in- 
cluded ownership, bed capacity, 
and the number of registered and 
non-registered nurses in the insti- 
tutions then covered by the licens- 
ing law. This report has been help- 
ful to a number of hospital and 
nursing committees working on the 
problem of distribution of nursing 
service. 


Has Educational Phase 


Opportunity is also given in the 
licensing program for considerable 
educational work. An interesting 
project which had its inception in 
the licensing of homes for chronic 
and convalescent patients was a 
series of nursing classes for person- 
nel in these homes in the Twin 
Cities. Although some of the nurses 
attending were registered nurses, 
the majority were practical nurses 
who welcomed this opportunity of 
meeting together to exchange ideas 
on mutual problems. The subjects 
covered in the meetings included 
bedside nursing, dietary, recrea- 
tional and vocational activities for 
chronic patients, particularly the 
aged, and mental hygiene problems 
encountered in these homes. The 
classes were given by a_ nurse-in- 
structor on the division’s staff, with 
the assistance of guest instructors, 
and the presentation was by talks, 
demonstrations, films, and exhibits. 

Postgraduate education for pro- 
fessional groups is another impor- 
tant activity in this phase of the 
hospital licensing program. A close 
coéperative relationship is main- 
tained with the professional organi- 
zations and the University of Min- 
nesota to promote this work. Sev- 
eral members of the department 
staff regularly participate in the 
hospital phase of the postgraduate 
education courses conducted for 
physicians, nurses, and hospital su- 
perintendents at the Center for 
Continuation Study, University of 
Minnesota. 


At the suggestion of a member 
of the hospital licensing staff, an 
institute was conducted at the Cen- 
ter for Continuation Study during 
1943 for administrators and board 
members of homes for the aged. 
This institute was planned and 
conducted with the assistance of the 
hospital licensing staff and was re- 
ceived so favorably that it is con- 
sidered a desirable subject for an- 
nual presentation. 


During the past three years the 
Division of Child Hygiene has spon- 
sored an annual postgraduate study 
course in obstetrics and newborn 
nursing for the members of the 
nursing profession of the State. 
These courses, which were given at 
the Center for Continuation Study 
with the assistance of the Minne- 
sota Nurses Association, were 
planned largely around the needs 
of hospitals and the majority of the 
nurses in attendance were invited 
from hospitals. 


To summarize, Minnesota has a 
comprehensive hospital licensing 
law which is administered by the 
Minnesota Department of Health. 
The responsibility for issuance of 
licenses has been placed on the 
Division of Child Hygiene, which 
has the coéperation of the other 
divisions in special phases of the 
work. 


Classification Is Workable 


A workable classification of insti- 
tutions and reasonable but effective 
standards have been developed 
with the assistance of an Advisory 
Board, interested organizations, and 
coéperating state departments. 


The licensing law has enabled the 
Minnesota Department of Health 
to prevent the establishment of sub- 
standard places by deterring many 
undesirable applicants from start- 
ing, and by assisting desirable ap- 
plicants. 


It has also enabled the depart- 
ment to promote the maintenance 
and improvement of the standard 
of care in existing institutions by 
application of standards as a basis 
for annual licensure. Because of the 
licensing program, the agency has 
also been of service to institutions 
through the gathering and dissemi- 
nation of information and the con- 
duct of educational work. 






Concrete Offers Some Unusual Advantages in 


POSTWAR CONSTRUCTION 


HOSE WHO are directing postwar 
Barer of hospitals must 
acquaint themselves with possible 
construction systems. The success- 
ful administration of a hospital de- 
pends to such a large extent on the 
physical structure, that administra- 
tors must investigate at least the 
non-technical general principles of 
the various possible methods and 
materials of construction. 


Recently there has been a great 
deal of discussion on the subject of 
new materials which may be avail- 
able after the war. From a falsely 
optimistic expectation that many 
entirely new products will be ready 
as soon as the war ends, we tend to 
slump into an equally false pes- 
simism regarding postwar hospital 
building. 


Instead of fruitless speculation of 
this sort, it may be valuable to in- 
vestigate possibilities in basic ma- 
terials that we know we can use. 
Before planning to utilize new, 
hypothetical, products, let us be 
sure that we are not overlooking 
anything fully developed but not 
completely exploited. 


Coming Into Own 

Reinforced concrete is one basic 
construction material whose full 
possibilities are just beginning to 
be appreciated. Design in concrete 
has entered a new phase—a phase 
which gives it such interesting po- 
tentialities that it becomes worth- 
while to evaluate concrete construc- 
tion from all possible angles, to see 
how it compares to other, more tra- 
ditional, hospital construction sys- 
tems. 


Concrete made with natural ce- 
ment, first used by the Romans for 
foundations and for filling the cen- 
tral spaces of the massive marble 
faced piers which received the 
thrust of vaults and arches, came 
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again into active use in the nine- 
teenth century. Its function was 
limited to dams, bridge abutments, 
retaining walls, and wherever mass 
in inertia was important and ap- 
pearance secondary, until the prin- 
ciple of reinforcement was devel- 
oped during the early part of the 
present century. The addition of 
steel reinforcing rods to resist the 
stretch or tensile stress in a beam 
and the tendency to bend or bulge 
in a column made the application 
of concrete construction to many 
other types of structure possible. 


Permanence Assured 


The permanence of concrete con- 
struction is unquestioned. Obvi- 
ously, we cannot afford to choose a 
construction material which is not 
permanently safe in regard to floor 
construction, wind bracing, earth- 
quake resistance, or fire protection. 
Even if economy is an important 
factor, care must be taken not to 
use materials which will absorb 
original savings in increased costs 
of maintenance. Concrete fulfills 
requirements of this sort admirably 
—its original low cost provides a 
permanent, fire-safe structure which 
will not deteriorate. 

Flexibility is another aim which 
is desirable in hospital construc- 
tion. If a building can be planned 
which will allow for changes in 
therapeutic methods, even changes 
in administrative or nursing proce- 
dure, there is less likelihood of a 
hospital becoming obsolete or ex- 
pensive to administer after a few 
years of its life. This can be ac- 
complished without tearing down 
the structure, if column spacing 
and other structural elements are 
planned with this in mind. 


We shall see later in this article 
that with the use of a concrete 
frame it is possible to provide a 
strong and weathertight shell of 
fireproof material which will per- 
mit the latitude in interior plan- 
ning which is demanded by the 
varied and changing requirements 
of the modern hospital. 


Strong factors in favor of con- 
crete in postwar building are the 
facts that it is a material which re- 
quires minimum reconversion of 
basic industry, and that it utilizes 
in construction a large proportion 
of unskilled labor. If postwar pro- 
jects throughout the country all 
clamor at once for structural steel 
and skilled erectors, shortages and 
delays are certain to develop. 

Along with all its other advan- 
tages, a reinforced concrete build- 
ing frame is economical. Recent 
experience in designing postwar 
hospitals and impartial estimates in 
comparison with steel framework 
combined with concrete floor slabs 
have indicated a substantial saving 
in the use of a complete reinforced 
concrete frame. 


Many New Developments 


The last few years have seen dras- 
tic developments in concrete de- 
sign. Just as early railway cars and 
automobiles plainly showed their 
derivation from horse drawn ve- 
hicles, the majority of concrete 
structures have been adapted from 
those built of steel, wood, or ma- 
sonry units. Early designers of re- 
inforced concrete thought in terms 
of girders spanning between col- 
umns, with intermediate support- 
ing beams carrying in their turn 
thin slabs strengthened by wire 
mesh. 

Figure 1 shows a portion of a 
building structure designed in this 
manner. Structural members might 
be of either steel or concrete. Its 
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IN FIGURE 2, 
a clean ceiling 
is provided by 
forming a thick- 
ened "slab band” 
at the interior 
and exterior supports. Such construction is 
economical and allows for flexibility in 
planning. The hollow slag block units are 
shown in the slab. Set on the forms, with 
the concrete poured around them, they not 
only lighten the dead load of the floor 
but also reduce cost. Figure 3 illustrates 
construction similar to that in Figure 2. 
Here a light steel frame is encased in the 
concrete skeleton, speeding construction. 
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EARLY DESIGN in the field of concrete 
structure followed too closely those styles 
suitable to steel, wood or masonry units, 
with the result that it failed to obtain maxi- 
mum effectiveness from the new medium. 
As Figure | shows, the adoption of a rigid 
gridiron pattern — based on girders that 
spanned columns and beams spanning be- 
tween girders—was one of these false starts. 
Such an arrangement proved inflexible, and 
a false ceiling 
had to be used 
if dirty corners 
and irritating 
shadows were to 
be eliminated. 








disadvantages, which apply particu- 
larly to a hospital building are 
that: 


1. Deep beams at the outside 
wall reduce the height of windows. 


2. A structure so designed must 
assume a rigid gridiron pattern, 
and lose any semblance of flexi- 
bility. 


3. The beams and girders break 
up the ceiling panel, reduce head- 
room, produce many dirty corners, 
and cause annoying shadows. 


Design of this sort in concrete is 
ugly, expensive, and covered with 
physical and mental cobwebs. It 
results from repetitive application 
of the simple mathematical formula 
which expresses the behaviour of a 
single beam with each end resting 
on a support. 

Engineers are no longer restricted 
by such limited design methods. 
Substituted for them have been a 
study of the property of materials 
and an accurate analysis of the basic 
structural reactions of different 
parts of the frame under various 
conditions. 


Strength Is Apparent 


It is easy to realize that a struc- 
ture in which beams and columns 
are continuous from top to bottom 
and from side to side, which is the 
case in a completed building, is 
actually much stiffer and stronger 
than it would be if it were loose in 
all its joints. Even experienced 
architects and engineers are some- 
times surprised by the manner in 
which the floors and partitions of 
a partly destroyed building will 
hang together, when according to 
the rules of the book they should 
collapse. 

The influence of continuity is 
naturally more than ordinarily ef- 
fective in a concrete structure 
which is poured in one piece, with 
reinforcement specially designed. 
To take full, safe advantage of this 
effect has required a great deal of 
careful experiment and rather in- 
volved computations. The results 
of this research have only recently 
been fully understood by engineers 
in general. 

The advantages of a_ building 
structurally designed in concrete 
along modern principles is immedi- 
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ately apparent. Going back to Fig- 
ure 1, if all the annoying little filler 
beams could be eliminated there 
would be a gain in cleanliness, 
light and flexibility. 


Can Elminate Beams 


By thickening the entire slab 
slightly, and increasing its depth 
still more at the interior supports— 
its weakest point—all the beams 
and girders can be eliminated. 
There has thus been formed a “slab 
band” along the line of the interior 
columns as indicated in Figure 2, 
and the building is neat, clean and 
efficient looking. 

Even the flexibility which is so 
important can be gained -in this 
type of structure by a new freedom 
in the placing of the interior col- 
umns. Meticulous care has always 
been taken to line up columns un- 
der the center of the interior beams, 
like soldiers, in avoidance of what 
is known as “eccentricity” in the 
column design. 

In Figure @ it is perfectly feasible, 
under nurmal conditions, to place 
the columns anywhere within the 
confines of the 10-inch slab band 
without any increase in the size of 
the columns or their reinforcement. 
In addition, there is no longer any 
compulsion to line up partitions 
with beams in the ceiling above. 
The advantage of this freedom in 
a hospital building is obvious. 


[mprouvisers 


? WHO originated the outdoor 
balcony is not recorded by avail- 
able history. Scattered hints, how- 
ever suggest that the originator 
must have fully understood the 
balcony’s therapeutic value. Scant 
though it be, unmistakable evi- 
dence points to the originator’s de- 
sire to provide an accessible facility 
for those who need and want fresh 
air, sunshine and rest. Through the 
ages this aim has remained un- 
changed and it obtains today. Oc- 


Architects and engineers who are 
interested in the planning of better 
hospitals are not going to stop 
there. For instance, there are cer- 
tain advantages in utilizing a light 
steel frame to be embodied later in 
the concrete construction, which 
have not been fully appreciated. 
Such a system of construction makes 
it easier to support the form work 
for concrete slabs, beams or slab 
bands, and costs no more because 
the steel frame takes the place of 
reinforcing in the ultimate struc- 
ture. 

There are other possibilities. De- 
sign is an organic, moving thing, 
and it changes with new materials 
and. new conceptions of old ma- 
terials. In addition, each hospital 
building project presents its own 
problems and will have its own 
answers. A_ reinforced concrete 
structure will not always be the 
most reasonable or the most eco- 
nomical solution, but it should not 
be ignored because of past misuse. 

When it has been used to imitate 
steel in structural design or to imi- 
tate stone in appearance, it has not 
been successful, but it need not be 
imitative—it has a character of its 
own. It is well suited in many re- 
spects to the architecture of the 
future, which will be based on 
clean cut organic plans and direct 
plastic expression of structural 
forms. 


Spare that 
OUTDOOR BALCONY 


J. J. GOLUB, M.D. 


DIRECTOR, HOSPITAL FOR JOINT DISEASES 
NEW YORK CITY 


casionally, however, someone, some- 
where, makes use of the balcony 
for unholy or, to say the least un- 
orthodox purposes. 

The unknown originator of such 
a significant contribution to man’s 
welfare deserves praise and peace. 
Praise must have come to him from 
countless numbers who benefited 
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from the use of the balcony, and 
' his soul must for years have enjoyed 
deserved heavenly peace. It would, 
therefore, be outright ingratitude 
to disturb that peace in any way. 
No fair-minded person, however 
devoted to the doctrine of resur- 
rection, would ever want him to 
return to earth—a place of wonder, 
yet so sinful in many quarters. 


His reappearance on earth would 
excite in him unpleasant feelings 
should his curiosity draw him to 
peruse ancient history and discover 
that Zeno, in the middle of the 
fourth century B.C., spoke to his 
disciples from “a structure called a 
porch,” although they were moved 
to help him liberate the East. 
Should his taste be for the classics 
he would also be displeased with 
Juliet’s unforgettably poetic lines 
to Romeo as she stood on the bal- 
cony. However romantic he may be 
or deeply touched by the fervid 
romance of these ill-fated lovers, he 
might still rightfully feel that the 
balcony was not intended for that 
purpose. 


Then, also, it is to be feared that 
mere displeasure would change to 
downright despondency if an un- 
fortunate circumstance had brought 
him within hearing distance of the 
recent vituperations of Il Duce 
from the Palace Venezia balcony. 
Then and there he would have 
painfully experienced the spectacle 
of abuse of a facility intended for 
nobler purposes. 


Forsake True Values 


It would hasten his return to 
heavenly rest if he chanced to be- 
hold the balconies of some Ameri- 
can hospitals that have forsaken 
abiding values. Here it should be 
added that his grief would be 
mixed with no small measure of 
comfort. He would see many ex- 
amples where faith is kept with the 
wholesome purposes of the balcony, 
but he would be deeply aggrieved 
by the instances where the balcony 
was enclosed and converted to other 
uses. He would be justified in ad- 
monishing all within his hearing 
that in hospital design the balcony 
is not intended primarily as an 
architectural adornment, nor as a 
sounding board, nor as a bedroom. 


Every so often there comes over 
perplexed hospital authorities — 
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frantically searching for bed space 
—an irresistible urge to expropriate 
spaces intended for other uses and 
to place beds therein for patients. 
Try as they may to keep bed capac- 
ity within the inexpandable ex- 
terior walls, the pressure for beds 
leads them to disregard the fact 
that a building planned for a given 
number of beds must so remain, 
save at the serious sacrifice of essen- 
tial services to and comfort of pa- 
tients. 


If a balcony could speak it would 
say “Why pick on me?” The reply 
would probably be: “You were not 
picked first—it was after failure to 
meet the demand for more beds by 
converting, at different times, the 
examining and treatment rooms, 
the day rooms, and the sun rooms 
into bedrooms that we finally en- 
closed and furnished the hospital’s 
balconies for bed patients.” 


Plan for Expansion 


Those who believe in the adage 
“Necessity is the mother of inven- 
tion” might credit such processes 
of conversion as a unique discovery. 
Wise hospital planners orient build- 
ings and bed and service units with- 
in buildings with a view to future 
expansion. Now comes an expedi- 
ent measure showing how this prin- 
ciple may be disregarded by intro- 
ducing a less costly and quicker 
method of enlarging bed capacity. 


All that is needed, it would seem, 
is to plan a spacious examining and 
treatment room, dayroom, sunroom 
and balcony adjoining each ward 
or private bed unit. This would 
permit four easy stages of expan- 
sion, yielding as much as a 45 per 
cent increase in bed capacity! 


For example, a 24-bed unit with 
an examining and treatment room 
large enough to accommodate two 
beds would give a first quick in- 
crease of 814 per cent; a day room 
that would hold three beds would 
result in a second increase of 1214 
per cent; placing three beds in a 
sunroom would yield a third in- 
crease of 1214 per cent; and finally 
a balcony that would permit three 
beds would extend the increase 
another 1214 per cent over original 
capacity. 

It might thus erroneously be 
argued that almost costless provi- 
sion for a 45 per cent increase in 


bed capacity should satisfy even the 
most demanding hospital planners. 


It is obvious that this kind of 
planning and its subsequent con- 
version process is not concerned 
with such matters as proficiency of 
service—which depends on a bal- 
anced ratio between the number of 
patients to be served and the phys- 
ical capacity of central professional 
divisions such as surgical operating 
rooms, laboratory, x-ray, physical 
therapy—or with domestic services 
(kitchen, laundry) or crowding, or 
standards of floor nursing, or ap- 
pearance, or above all with the 
elimination of important facilities 
so essential to convalescence and 
comfort of patients. 


Further, it disregards the ever- 
growing tendency to get postopera- 
tive patients out of bed as early as 
possible to bring about gradual in- 
crease in controlled and supervised 
activity in order to reduce the in- 
cidence of possible pulmonary and 
circulatory complications and re- 
store to normal condition patients’ 
intestinal and urinary functions. 


Don’t Confine Convalescent 


A patient out of bed should not 
be obliged to spend the day in his 
room or ward. It is regrettable that 
lasting cure,and avoidance of pro- 
longed length of hospital stay for 
which fresh air, sunshine, rest and 
comfort are fundamental are not 
regarded as more important than 
increasing the hospital’s bed capac- 
ity and its income from patients, 
as is the case in those instances 
where areas and rooms designed for 
other purposes—and essential to a 
sound and complete program of 
hospital care—are occupied by pa- 
tients’ beds. 


What the hospital world needs is 
examining and treatment rooms, 
day rooms, sun rooms, and _ balco- 
nies so designed and constructed as 
to make impossible their conversion 
for other than their original essen- 
tial and useful purposes. Should 
that be impossible, we must be 
satisfied with a prayerful wish that _ 
hospital authorities, even in periods 
of stress, will not lose sight of tested 
values, but will stay their hands 
and take pity on the defenseless 
spaces designed for and devoted to 
the comfort and permanent restora- 
tion of health of hospital patients. 
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Making the Small 


MEDICAL 
LIBRARY 


Serve Staff Needs 


NGERSOLL BowpitcH Medical Li- 
I brary in Faulkner Hospital was 
founded in 1940 as a memorial to 
Ingersoll Bowditch, treasurer of the 
corporation from 1908 until his 
death in 1938. It is still very young, 
but it is hoped it will continue to 
grow and develop and in the course 
of time become a fitting tribute to 
one who gave so much of himself 
to the institution he loved. 

This article will attempt to show 
that a library of this size and type 
can be started and can grow, func- 
tioning on minimum standards, in 
a hospital where it is neither pos- 
sible nor essential to employ a full 
time professional medical librarian. 

The library, in contributing to 
the educational life of the hospital, 
is intended to meet the postgradu- 
ate needs of the medical staffs, in- 
terns and residents, and is primarily 
set up for immediate reference 
work. It also meets the need for 
more advanced medical literature 
for our graduate and student nurses, 
laboratory technicians, dietitians, 
pharmacists and other personnel. 

The major part of the library 
material consists of periodicals, 
chiefly clinical in nature, which 
date back to 1938. No attempt has 
been made to obtain back sets as 
we are fortunate enough to be situ- 
ated in a locality where there are 
large medical libraries which may 
be used for research and other pur- 
poses requiring earlier literature. 

Standard textbooks and _ serials 
on subjects of interest to a general 
hospital, i.e., medicine, surgery, ob- 
stetrics and their allied fields, are 
judiciously chosen, as are reference 
books of different varieties. The 
Quarterly Cumulative Index Med- 
icus augments the catalogue. 
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INGERSOLI, BOWDITCH 


ELSIE ROOP LAMBERT 


SECRETARY TO THE 
ADMINISTRATION 
FAULKNER HOSPITAL 
JAMAICA PLAIN 
MASSACHUSETTS 


MEDICAL LIBRARY 


1940 


THE FA ULKNER HOSPITAL 


THIS bookplate recalls the 
horse and buggy practitioner. 


The library is available for read- 
ing purposes at any hour. As a rule, 
books cannot be taken from the 
library. Under certain  circum- 
stances, however, it is permissible 
and the borrower is required to 
make an entry in the register and 
return the borrowed volume within 
one week. It is requested that no 
unbound journals be taken from 
the library under any circumstances. 

The library functions under the 
supervision of a Library Committee 
of which Dr. Franklin G. Balch is 
chairman. The committee acts in 
an advisory capacity. It is essential 
to have in charge of the library a 
member of the hospital personnel 
who is sufficiently interested to keep 
it organized and functioning; only 
with daily supervision can the libra- 
ry maintain its maximum service. 

~ The library is situated in a cen- 

tral part of the buildings and is 
easily accessible. It is a room ap- 
proximately 10x14 feet, sunny and 
cheerful. Wood shelving in a dark 
oak finish to match the woodwork 
was installed at a cost of $236. A 
shelf 5 feet long, placed at the far 
end of the library, holds current 
periodicals. 

The furnishings of the room, 


JAMAICA PLAIN 
MASSACH USETTS 


consisting of study table, chairs, 
smoker and floor lamps are simple 
and comfortable; their approximate 
cost was $175. In order to provide 
adequate lighting, a fluorescent, 24 
inch ceiling fixture was installed at 
the cost of $17. Bright cretonne 
curtains at the large window add 
the final touch to an attractive ap- 
pearance and quiet atmosphere. 

That ever important subject to 
hospital administrators—the budget 
—has not as yet been too great a 
problem. A small fund was set up 
by friends of the library and it is 
from the principal of this that the 
library functions financially. On 
averaging the expenditures for the 
past two years, the annual outlay 
for new books, subscriptions and 
bindings was approximately $300. 
This is not a large sum and most 
hospitals should be able to include 
it in their operating budget even 
without gifts. 

If, however, there is a fund sepa- 
rate from the operating budget of 
the hospital, the library will be 
freer to plan its own budget and 
expand at its own will. We have 
looked ahead once or twice to the 
rainy day, not far distant, when our 
present fund will be depleted, but 
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INEXPENSIVE but 
comfortable are the 
furnishings of this 
attractive reading 
room. A fluorescent 
fixture is used for 
adequate lighting. 
Note the cheerful 
cretonne curtains 
that give a final 
gay touch to the 
library's quarters. 


when that time arrives perhaps 
there will be inspiration for fund 
raising or further gifts or endow- 
ments. 

The library started in 1940 with 
a nucleus of 170 volumes, gifts from 
members of the board of trustees 
and the staff. Some preliminary 
work was done by a part time pro- 
fessional medical librarian before 
the library was left to its own de- 
vices. 

In October 1942, our hospital 
administrator voiced her distress 
about the library. About the same 
time a circular was received in the 
mail announcing that a course of 
lectures, sponsored by the Institu- 
tion Librarian Group and the Divi- 
sion of Public Libraries, Massachu- 
setts Department of Education, was 
to be held for those actively en- 
gaged in library work in hospitals. 
Here was a challenge, and the de- 
cision to try to resuscitate the medi- 
cal library was made by the writer. 

For the next three months the 
institute was attended, and_al- 
though it dealt primarily with pa- 
tients’ libraries, a wealth of infor- 
mation which could be applied to 
the contemplated project was 
found. Several medical libraries in 
Boston were visited and through 
the courtesy of the librarians further 
details of library science and data 
applicable to the size and type of 
our library were noted. 

The articles on minimum stand- 
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ards for hospital medical libraries, 
with lists of suggested material, 
published by the Department of 
Literary Research, American Col- 
lege of Surgeons' and the Council 
on Medical Education and Hospi- 
tals of the American Medical Asso- 
ciation? were read with interest. 
Work, which has proven intensely 
interesting and very satisfying, was 
started and has been carried on in 
whatever time could be spared 
from secretarial duties. 

An accession book was started 
and now shows that there has been 
wise and steady, albeit slow, con- 
servative New England growth. 
The books were classified according 
to the Boston Medical Library 
classification and a dictionary cata- 
logue with author, title and sub- 
jects was attempted. Mention must 
be made that the cataloguing has 
given many anxious moments and 
that at the time of writing the re- 
sults are still far from satisfactory. 

A shelf list was set up and a card 
file kept for records of journals cur- 
rently received, with information 
as to their binding, source, etc. At 
the present time the library receives 
about 25 periodicals, 14 of which 
are gifts from members of the staff. 
They are bound by local binder as 
soon as the current volume is com- 
pleted. 

Reprints and pamphlets have 
been filed according to subject 
headings but, due to lack of time, 


they have not been catalogued. A 
large part of our time must now 
be spent on War Manpower Com- 
mission, War Production Board 
and Cadet Nurse forms, but we are 


‘ looking forward to the opportunity 


of spending more time on the libra- 
ry work at the end of the war. 

Inspiration for a bookplate came, 
and each book now carries a replica 
of the figure of the early practi- 
tioner with his horse and buggy 
used on the annual reports of the 
hospital. 

This article should not close 
without reference being made to 
the new Handbook of Medical Li- 
brary Practice compiled by a com- 
mittee of the Medical Library 
Association and edited by Janet 
Doe. The handbook was not pub- 
lished until after our library was 
well on its way but it has proved 
of great assistance and worth and 
has shown us the error of past mis- 
takes and omissions, and the way 
to future expansion and service. 
There is but one complaint to be 
made from the writer’s point of 
view; there has not been enough 
time to give to this fascinating 
work, especially in these war years. 


*American College of Surgeons, “The Hospital 
Medical Library,” College Bulletin, Vol. XXVI, 
April, 1941. (Now corrected to September 1, 
1943) 


2American Medical Association, Council on 
Medical Education and Hospitals. ‘‘Hospital Med- 
ical Library Suggestions,” Journal of the Amer- 
— Medical Association, Vol. 114, March 30, 
940. 














UTSTANDING in the voluntary 
O war work contributed by vari- 
ous organizations in Duluth, Min- 
nesota, is that which has been 
accomplished by the Girl Scouts. 
Nothing has surpassed the sincerity 
and earnestness with which these 
young people have codrdinated 
their efforts with those of the city 
as a whole. 

Duluth, like many other cities 
throughout the country, has felt 
keenly the shortage of trained per- 
sonnel in its hospitals. When the 
Duluth Girl Scout Council ap- 
proached the Office of Civilian De- 
fense in October 1942, with an offer 
to do something that would be of 
service to the entire community, 
the hospitals were suggested be- 
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ALREADY’ trained by special- 
ized study in their own organ- 
ization, these Girl Scouts start 
assignments on an adult basis. 


In Duluth the 
GIRL 
Ss OUTS 
Save the Day 


CATHERINE R. PAULSON 


cause of the first aid and home 
nursing activities with which the 
girls were familiar. The result was 
the Hospital Aid Service which has 
been set up for the “duration” by 
the War Nursing Board of Duluth. 

Today there are three hospitals 
in the city which know the worth 
of this service, and their praise for 
the contributions of the Girl Scouts 
has been heard throughout the 


‘community. 


These young girls have done a 
tremendous amount of work since 
the service was organized. Hospital 
officials, personnel and _ patients 
alike have only praise for their tire- 
less efforts to relieve a strain which 





has been felt severely here. The girls 
receive no recognition of their work 
so far as scouting merits are con- 
cerned, but the Office of Civilian 
Defense recognizes them on an 
adult basis and this has proved re- 
ward enough. 

Girl Scouts taking part in the 
Hospital Aide Service must have 
specialized training in scouting be- 
fore they can be accepted as part 
of the group. Over and above this 
they take a special 10-hour hospital 
course under the direction of an 
OCD nurse designated to supervise 
the project. . 

The course includes hospital bed 
making, sorting and piling linen, 
assembling charts, serving and col- 
lecting, as well as setting up trays, 
and also feeding patients, caring 
for enamel and rubber goods, wash- 
ing beds and tables, cleaning rooms, 
making and wrapping dressings and 
caring for flowers. The Scouts are 
held strictly to nursing. regul>**ons 
and ethics while they are in the 
service. 

Mrs. Evelyn Bessay, a registered 
nurse at St. Luke’s hospital in Du- 
luth, trained the girls and is very 
enthusiastic about the program. 
She points out that these young 
people learn quickly because of the 
previous training they have had as 
Girl Scouts. In many instances the 
girls have become so familiar with 
the work that they know exactly 
what is expected of them when they 
report for duty. 
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“The hospitals report that they 
are doing efficient work and are 
taking their responsibilities seri- 
ously,” she says of the Scouts. “The 
doctors report that these enthusi- 
astic young workers have a whole- 
some effect on the patients.” 

Sister M. Patricia, O.S.B., super- 
intendent of St. Mary’s hospital, 
places a great deal of confidence in 
these young people and is very ap- 
preciative of the work they are so 
willingly doing. 

“They are representative of the 
fundamental teaching of scouting,” 
she comments. “As in all phases of 
civilian life, we know that the Girl 
Scouts can be depended upon to 
carry on their work to a successful 
conclusion.” 

Mrs. Malcolm Gillespie, also a 
registered nurse, is in charge of the 
group working at St. Mary’s hospi- 
tal and she is equally as enthusias- 
tic about their accomplishments. 
The third hospital is located in 
another section of the city, and 
there the Girl Scouts have again 
proved the value of their program. 

Always a highlight in the train- 
ing program is the time when these 
young workers “graduate.” They 
receive small white caps and Civil- 
ian Defense indentification cards 
and arm bands at a ceremony which 
is matched in seriousness only by 
the graduation of. the trained 
nurses. At one of these awards’ 
services, James M. Landis, national 
director of the OCD, lauded the 
work being done here by the Girl 
Scouts. In a telegram received and 
read during the ceremony, he 
wrote: “Congratulations to the sen- 
ior service Girl Scouts of Duluth 
who have prepared and trained 
themselves for service as junior 
nurse assistants. No more valuable 
war work can be done by the young 
women of a community than to 
help relieve the serious shortage of 
professional hospital attendants 
who have joined our armed forces. 
Congratulations also to the Civilian 
Defense council and the Girl Scouts 
of Duluth for this co6perative en- 
terprise.” 

Although the Girl Scouts have 
received no elaborate awards for 
the work they have done, they 


FOLLOWING an operation the Girl Scouts 
take charge. They scrub and. clean surgical 
instruments, and then pitch in to help get 
the room in readiness for the next patient. 
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themselves have benefited. As in 
many other phases of war work, 
they have been self-disciplined. 
When they undertake the project 
they know they must complete a 
year of service and give that service 
cheerfully. They are not allowed to 
fall out or to have poor records. 

Under the program, there is not 
enough time to spend a year train- 
ing these young people and then 
have them leave the project. Those 
who are apt to tire and those who 
are not adaptable to the work are 
weeded out during the training 
program, just as service men and 
women are carefully checked dur- 
ing basic training periods. 

The Girl Scouts themselves have 
kept interest in this work at a high 
peak. Of the original group, 35 are 
giving their second year of service. 
Of these 35, eight have graduated 














































from high school and are working 
in civilian jobs but continue to con- 
tribute their services to the hospi- 
tals with the Girl Scouts. Many 
more of them are working and 
some are now in college. As a result 
of this early training some of these 
young people have chosen the field 
of nursing as their profession and 
some are now on the waiting list to 
enter nursing schools. Others have 
indicated their intention to become 
cadet nurses. 

The story of the Duluth Girl 
Scouts and their contribution to 
the war program is representative 
of what Girl Scouts through the na- 
tion are doing today. All of their 
endeavors have had beneficial re- 
sults, and when the asset side of the 
work ledger is totaled, high on the 
list will be the work of the Girl 
Scouts of America. 




















Theres Always a Task for the 
WOMEN'S AUXILIARY 


S I UNDERTAKE to say a few 
A words this morning on the sub- 
ject of “What the Auxiliary Means 
to the Individual Hospital,” I am 
aware that I speak to persons who 
have already made an extensive 
study of this very important phase 
of hospital life. However, it may be 
of benefit to mention some of the 
ways in which an interested auxili- 
ary can work for the general good 
of its institution. . 

Those of us who have been in 
close touch with the needs of our 
hospitals realize that the require- 
ments are different at various times 
in their history, and particularly is 
there a difference in wartime and 
peacetime needs. These suggestions 
are to be brief; but they endeavor 
to include the purposes and activi- 
ties of the auxiliary in a very gen- 
eral way, trying to take into account 
the needs of the various stages of 
development and the needs of the 
different political and domestic 
situations in which we find our- 
selves. 

There is orfe service rendered by 
a women’s auxiliary which is often 
overlooked; that is, the creating of 
good will for the hospital. The or- 
ganization reaches out into the 
community and enlists those whose 
loyalty and interest is increased as 
they learn more of the workings of 
the institution. This interest, in 
turn, is transferred to others and 
the net result can and should be 
most helpful. 

Since our auxiliary is composed 
largely of housekeepers and home- 
makers, the linen needs are easily 
understood. Being accustomed to 
sewing, we are able to render an 
important service at this point since 
the repair and replacement of linen 
is an ever present problem. The 
' ‘Address given at the organization meeting of 
the section on Hospital Women’s Auxiliaries, 


Texas Hospital Association, at Dallas, Febru- 
ary 2 
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necessary but often unattractive 
hospital gowns, bedside table cov- 
ers, pillow cases, infants’ gowns and 
bands and numerous other items 
are made cheerfully by the willing 
hands of auxiliary members. 

During these days of a shortage 
of help, the surgical department 
often finds difficulty in keeping an 
adequate supply of surgical dress- 
ings and sponges. These are easily 
made, and if the need is kept be- 
fore the auxiliary the women can 
be induced to give freely of their 
time and energy for keeping these 
supplies replenished. 

Our Baylor Hospital Auxiliary 
has adopted the plan of having cer- 
tain months designated as “shower 
months.” In October and Novem- 
ber we share our fruits, both pre- 
served and fresh, with our hospital. 
Many glasses of jelly and other deli- 
cacies bring pleasure to patients as 
a result of this special effort. In 
December and January we empha- 
size the gift of wash cloths. It seems 
that no hospital ever has enough of 
these strategic articles! 


Stress Linen Supply 


In May we stress gifts of linens. 
Slips of paper bearing exact dimen- 
sions and materials are given to in- 
terested individuals or church or- 
ganizations. The importance of a 
good linen supply cannot be over- 
estimated. From the standpoint of 
sanitation, health and appearance, 
patients require frequent changes 
of linen. 

The beautification of grounds is 
always close to the hearts of women. 
Not all are skilled at this type of 
service, but usually a few can be 
found who will be willing to serve 
as a committee to work in conjunc- 
tion with the administrator in im- 


proving the grounds. Not only can 
this be accomplished,~but room 
decoration can be engaged in and 
as much work be encompassed as 
the time and talents of the women 
will permit. 

The matter of equipment is al- 
ways an important subject in any 
hospital. Our Baylor Hospital Aux- 
iliary secured an x-ray machine for 
our outpatient clinic, and many 
needed items have been secured 
through their efforts. Generous con- 
tributions of books—new and used 
—have been given to our reading 
library. Cash contributions are also 
given to this cause. 

Favors for the trays of patients 
are given on special days, such as 
Thanksgiving and Christmas. Gifts 
for indigent patients are provided 
at the Christmas season. Entertain- 
ment in the form of suitable music 
and stories for children can be sup- 
plied by an auxiliary. 

The Baylor University Hospital 
Guild has busied itself mainly in 
the interest of the outpatient clinic. 
Many hours of work have gone into 
the keeping of records on such pa- 
tients; the taking of case histories; 
caring for children of women while 
they wait to see the doctor, and in 
numerous other ways. 

Another rich field of service is to 
be found in the work of the nurses’ 
aide. The training for this highly 
specialized work is obtained 
through the Red Cross, but many 
of these workers should be recruited 
from the hospital auxiliary mem- 
bers—women who already love the 
institution and know its needs. In 
like manner women can be found 
to take training for dietitians’ aides. 

There are hospitals in our coun- 
try that would have had to close 
their doors had it not been for in- 
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telligent volunteer help. There are 
other hospitals that have ceased to 
function because of a lack of such 
help. In appealing to women to 
take up this work, let it be kept be- 
fore our members that such train- 
ing not only enables them to aid 
their hospital during these strenu- 
ous times, but in the end, the stu- 
dent herself is given a fund of 
knowledge that makes for the en- 
richment of her own life and adds 
greatly to her ability to keep her 
home and care for her own loved 
ones in a much more intelligent 
and scientific manner. 

One of the most appealing op- 
portunities for service for a hospital 
auxiliary is to be found in work for 
the sick poor of the community. It 
is not surprising that this appeal is 
strong to Christ’s followers. It is 
our desire to follow Him and cer- 
tainly no one can do so and at the 
same time disregard the suffering of 
those around him. Most of the 
recorded miracles of Christ refer to 
the healing of physical bodies. In 
Matthew 4:23 we are told that 
‘Jesus went about all Galilee teach- 
ing in their synagogues and preach- 
ing the gospel of the Kingdom and 
healing all manner of sickness 
among the people.” 


Scripture Tells Story 


In Matthew 8:16 it is said the 


“He healed all that were sick.” 
Since we are His children we de- 
light to engage in the wondrous 
work of healing. We have no mirac- 
ulous power, but through scientific 
advance, applied through loving 
service, we are partakers in the out- 
standing service of healing the sick. 

Many who cannot render per- 
sonal service within the hospital 
walls find an outlet to their interest 
in raising funds whereby the under- 
privileged can be given free treat- 
ment. 

A women’s auxiliary must not 
overlook the possibility of service 
to the nurses. Where there is a nurs- 
ing school in connection with a hos- 
pital, there arise situations where 
students—or even graduates—need 
a little financial lift. It is wise for 
the auxiliary to have a fund set 
aside for such emergencies. Our 
nurses’ fund has been used many 
times for the relief of financial em- 
barrassment on the part of our 
nurses. 
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Not only do we wish to aid the 
nurses in this way, but there is the 
opportunity to help in providing 
wholesome entertainment for them. 
Parties, book reviews and other 
means for lightening the somber- 
ness of their days may be found. 

Another suggested field of service 
for the women’s auxiliary is to be 
found in the effort to interest suit- 
able young women in training for 
nursing. So many nurses have been 
absorbed by the armed services that 


the home front shortage 1s acute. 

But if the auxiliary members 
take seriously the opportunity of 
enlisting the interest of young wom- 
en in preparing themselves for ac- 
tual service to humanity as nurses, 
they will have done a wonderful 
thing. If we were searching for a 
Scripture verse which describes the 
nurse, we would probably select 
Proverbs 31:29, “Many daughters 
have done virtuously, but thou ex- 
cellest them all.” 


The Marned Nurse Returns 


N AN ATTEMPT to offset the loss of 
I general staff nurses who have 
gone into military service in large 
numbers, hospitals have increased 
the numbers of subsidiary workers 
and availed themselves of the serv- 
ices of volunteer aides. In many 
places these two groups are doing a 
major share of bedside nursing in 
our hospitals. It would have been 
impossible to carry on without 
them. 

Despite this, hospitals do not 
have a sufficient number of gradu- 
ate nurses to guarantee a high 
standard of bedside care. It is neces- 
sary, therefore, to use every avail- 
able graduate nurse and _ increas- 
ingly urge them back into hospital 
service. Since the number of gradu- 
ate nurses available for full time 
general staff nursing in hospitals is 
about exhausted, we must meet this 
shortage in another way. 

When our hospital faced a seri- 
ous shortage of graduate nurse serv- 
ice in June 1941 a program of part- 
time graduate nurse service was 
begun. We sought out married 
nurses and others who we thought 
might be willing to work part time. 

A series of conversations was be- 
gun with them, which resulted in 
the employment of 18 who could 
work from four to five hours a day, 
for four’ to five days a week. We 
trained them on the job. 

In this group were nurses who 
had had special training in obstet- 
rics, surgery, and anesthesia. At the 
expiration of one year (June 1942) 
it was found that part-time nurses 
had given 20,000 hours of service. 
At the expiration of the second year 
the hours had increased to 36,000. 
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Our experience with them has 
been very satisfactory. We found 
their willingness to become a part 
of this program very gratifying. We 
found that the husbands gave full 
coéperation; have, in fact, been 
proud of the ability of their wives. 
Graduate nurse home-makers re- 
sponded in large numbers, saying 
they welcomed the opportunity of 
refreshing techniques and_ perfect- 
ing skills in order to be ready for 
emergency and disaster nursing. 
Many of them are registered with 
the OCD. 


The success of a program of this 
kind lies in the willingness of the 
nursing faculty—supervisors and 
full time general staff nurses—to co- 
6perate. It requires a willingness to 
teach and demonstrate the use of 
new apparatus, new medicines and 
treatment. Certainly many adjust- 
ments had to be made by both 
groups. Difficulties that appeared 
to be insurmountable were over- 
come and small ones were accepted. 


The use of the part-time gradu- 
ate nurse by hospitals is the answer 
to the fear often expressed that 
after the war is over the nursing 
service will be overbalanced with 
hospital trained subsidiary workers. 
No fear of this kind need exist if 
we use the graduate nurse on a part 
time basis, for she will slip back 
into her home and civic life and 
give piace to the thousands of her 
sisters returning from military 
service. 
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VALLEJO HOSPITAL 
For a Quadrupled Population 


ALLEJO COMMUNITY HOSPITAL 
gear opened for the recep- 
tion of patients on March 20, 1944. 
This was exactly two years from the 
date when the Vallejo city council 
filed an application for federal 
funds for the construction and early 
maintenance of the hospital. Two 
years of untiring effort to make bet- 
ter medical care and hospital facili- 
ties available to the community 
were climaxed with the completion 
of the institution. 

The city of Vallejo is the home 
of the Mare Island Navy Yard and 
is located 27 miles from San Fran- 
cisco on the north end of San Pablo 
Bay, an extension of San Francisco 
Bay. The hospital was constructed 
at a cost of $1,325,000 with federal 
funds available under the Lanham 
Act. It is of one-story construction 
and is well located on a 20-acre 
tract about three miles from the 
center of the city. 

The institution has 250 beds 
available to the public and includes 
both the usual facilities and special 
provision for maternity, pediatric 
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and psychiatric cases, as well as an 
isolation section for communicable 
diseases. An outpatient section in- 
cludes dentistry, pharmacy, social 
service, examining units and treat- 
ment rooms, so arranged as to be 
entirely separate from the main 
corridor of the hospital but so ac- 
cessible that both hospital and out- 
patient services may use these facili- 
ties. It is the largest general hospi- 
tal in the area. 

A home for nurses is located on 
the grounds and living quarters for 
principal staff members have been 
provided. The hospital was de- 
signed by Douglas D. Stone, a well 
known hospital architect of San 
Francisco, and was constructed by 
Barrett and Hilp under the con- 
tinued supervision of the Federal 
Works Agency. 

Prior to March 1942, efforts were 
made by members of the medical 
profession of Vallejo to establish 





in their city a hospital of sufficient 
size and capacity to meet the re- 
quired need of this rapidly grow- 
ing community—which had leaped 
from a population of 25,000 to one 
of 100,000 in less than two years. 
For many reasons the efforts of 
these physicians who first realized 
and advocated the need were unsuc- 
cessful. Then the Kiwanis club be- 
came interested in the cause through 
several members of the medical pro- 
fession who were also members of 
the club. Methods were outlined 
and plans developed for such a pro- 
ject, and the entire community lent 
its support to the movement. 

Finally, a group of citizens backed 
by the commandant of the Navy 
Yard appeared before the city coun- 
cil and requested that that body 
file application for federal aid. This 
was accomplished after determin- 
ing the approximate costs and pre- 
paring the preliminary plans. At 
first the project was reduced in 
scope from a 250-bed to a 120-bed 
unit, but with the assistance of the 
Navy Yard commandant: and the 
physicians in the community, the 
hospital was eventually built with 
the originally planned capacity. 

The Federal Works Agency was 
represented at the opening of the 
hospital by Rex Nicolson, regional 
director, who expressed satisfaction 
for the manner in which the work 
was accomplished and stated that 
the plans have won high paise from 
hospital architects and hospital ad- 
ministrators as well adapted to the 
type of work the hospital will be 
called on to perform. 
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When the title to the hospital 
was transferred to the city council, 
an ordinance was adopted on Sep- 
tember 16, 1943, establishing a 
board of directors to operate, main- 
tain and manage the hospital. It 
provided that there should be nine 
directors, who were soon appointed 
by the mayor and confirmed by the 
council. These directors are a prom- 
inent club woman in the commun- 
ity, a dentist, three businessmen, 
an attorney, the city clerk, the com- 
missioner of public health and 
safety and the senior medical officer 
in charge of the local naval hos- 
pital. Each was appointed to serve 
for seven years, with the terms so 
staggered that not more than two 
directors complete terms in any one 
year. Vacancies on the board are to 
be filled by appointment by the city 
council, and must be filled within 
go days. 

After the board had been organ- 
ized it appointed Dr. Charles C. 
Hedges as hospital director. He had 
been health officer in the city of 
Savannah, and gave up that posi- 
tion in order to come to Vallejo, 
on December 1, 1943. He had a 
background of administrative and 
public health experience, including 
work as assistant director of the 
Johns Hopkins Hospital and super- 
intendent of the Roosevelt Hospi- 
tal, New York City. 


He had also been engaged for 
several years in public health work. 
He has been able to surround him- 
self with well qualified administra- 
tive heads of departments, who in- 
clude Georgia Mann, director of 
nurses; Dr. George A. Watson, path- 
ologist; Dr. Clarence M. Lightner, 
radiologist, and Hazel Osmondson, 
executive dietitian, among others. 


Shortly after his arrival Dr. 
Hedges invited the members of the 
Solano County Medical Society to 
organize a medical staff. All the 
physicians in the community were 
invited to participate, but before 
appointment by the board of direc- 
tors the prior approval of the coun- 
ty medical society was required. 

An executive medical board was 
established, consisting of Dr. H. 
Randall Madeley, president of the 
Solano County Medical Society, as 
chairman; Dr. John W. Green, 
chairman of the eye, ear, nose and 
throat service; Dr. Ream S. Leach- 
man, chairman of the medical serv- 
ice; Dr. Cary A. Snoddy, chairman 
of the obstetrics and gynecology 
service; Dr. Henry E.° Stafford, 
chairman of pediatrics, and Dr. 
Durward B. Park, chairman of the 
surgical service. The medical staff 
has drawn up its own constitution 
and by-laws and these have been 
presented to the board of directors 
for approval. 





Mr, Walters Overseas Broadcast 


i THE past two decades 
there has been a rapid devel- 
opment both in the physical plants 
and administrative technique of 
hospitals, in keeping with the ad- 
vance made in medicine during 
that period. Since the beginning of 
the war, there have been a great 
many other spectacular develop- 
ments in our hospital system; but, 
due to the limitation of materials 
and manpower, we have not been 
able to put them all in operation. 
With the coming of normal times, 
we are planning for trained per- 
sonnel and construction to enable 
us to put these into operation. 


The hospitals of the country have 
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given to war service large numbers 
of their personnel, such as_physi- 
cians, nurses, dietitians, technicians, 
administrators and others. In our 
Cadet Nurse Corps we are now 
training twice our peacetime quota 
of nurses. 

The American hospitals are co- 
operating in the United Nations 





In response to an invitation from the 
Office of War Information, President 
Frank J. Walter recorded a five-minute 
message, early last month, for an over- 
seas broadcast as part of the “Health Is 
on the March” series. This message is re- 
produced here. 


Rehabilitation and Relief work, 
and when the time comes they will 
be actively engaged in the field in 
this endeavor. 

The development of the Ameri- 
can hospital has been in keeping 
with our democratic form of gov- 
ernment. The American people 
have realized their responsibility 
for making hospitalization avail- 
able to all. Two types of hospitals 
have been developed, each giving 
an. efficient and high type of hospi- 
tal care. These are: The voluntary 
hospital, and the governmental hos- 
pital. 

Our voluntary hospitals are or- 
ganized by citizens of the communi- 
ties, and are ready to serve their 
self-supporting citizens. These hos- 
pitals are governed by boards 
whose members represent the lead- 
ing groups in the communities. No 
profit accrues from these enter- 
prises, as they are maintained to 
offer hospital care at a minimum 
cost. Hospitals of this type care for 
approximately 65 per cent of the 
patients treated yearly in this 
country. 

The city, state, and federal gov- 
ernments have provided an ade- 
quate system of hospitals to care 
for the indigent and others for 
whom the government is respon- 
sible. These hospitals are equally 
as efficient and well equipped as 
are the voluntary hospitals. Large 
numbers of chronic cases are cared 
for in these hospitals. This system 
embraces 65 per cent of the hospi- 
tal beds in the United States. 

The hospital has become a part 
of the everyday life of the American 
people. Years ago most of our ba- 
bies were born in their homes, 
whereas most of them are now de- 
livered in hospitals. Advances in the 
science of medicine have made the 
utilization of the hospital essential. 
A change in our mode of living, 
from the large family homes to 
small apartments in the crowded 
sections of the large cities, has also 
made it impossible for the sick to 
be cared for in their homes. 

Our foremost consideration is the 
care of the patient, but we also feel 
great responsibility for other phases 
of the public health program, 
namely: Preventive medicine, re- 
search, and the education of nurses, 
physicians, and the public. 
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Hospital Facilities 


Public insistence on a better distribution of health 
and hospital care has many facets, not the least of 
which is a consideration by all those who seriously 
study the problem of the adequacy of distribution, 
not only of medical and hospital care, but of physi- 
cians and hospital facilities. Distribution even before 
the war was not a balanced average number of beds 
per thousand of population. It had been primarily 
influenced by the ability of a given population area 
to support physicians and to construct hospitals. 

















The House of Delegates in September 1943 took 
action regarding the distribution of hospital facilities: 


Grants-in-aid to states for hospital construction in areas 
requiring such assistance because of generally low in- 
comes or critical shifts in population: Such grants should, 
in general, be made for the expansion of existing institu- 
tions rather than the establishment of new hospitals. 


This is a recommendation which, coupled with as- 
sistance in securing medical and hospital care for the 
medically indigent, could do much to improve the dis- 
tribution of hospital care in the country. Certainly 
before any national program provides for financing 
hospital and health care for every citizen, it is neces- 
sary that there be facilities available. 

The recent questionnaire sent out by the Committee 
on Governmental Aid for Postwar Construction of the 
Council on Government Relations to all hospitals in 
the country indicates that the majority of hospitals 
are planning some extension of physical plant. Would 
it not now be wise to begin a study of the distribution 
of hospital facilities throughout the country? 

Present hospitals have developed as community 
finance permitted. Is there not now an opportunity for 
over-all planning on a state and national basis which 
will more nearly correlate the need for hospital facili- 
ties with present resources in hospital beds? 

There are stirrings in various parts of the country 
indicating an awareness of this need. The Hospital 
Council of Greater New York is proposing the devel- 
opment of a master plan for hospital facilities in that 
community to determine the adequacy of distribution 
of hospital facilities, the present needs, and even more 
important, to furnish a pattern against which may be 
plotted suggestions for increasing hospital resources 
in the community. 


There appears definitely to be a need for national 
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and state planning of the same sort as is now un- 
der way in the New York City area. We should be 
ready for any postwar building program in order that 
hospitals, which will undoubtedly be given priority, 
may be properly located. The Federal Congress seems 
to plan $500,000,000 for construction of hospitals for 
the care of veterans. This should be integrated with 
total needs of the country as demonstrated by such 
a study. 

Undoubtedly, the Hospital Postwar Planning Com- 
mission now being established by the American Hos- 
pital Association, will study present distribution of 
hospital beds. However, its work could be much facili- 
tated were there hospital planning commissions in 
each state integrated through a national planning or- 
ganization. 

Such an over-all plan is needed as a preliminary to 
any major correction of present distribution of hospi- 
tal and medical care and might well be a proper 
program for sponsorship by the American Hospital 
Association. 





+ 
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American Blue Cross 


No more than two hospital administrators need meet 
these days before a discussion starts on that most im- 
portant subject, the distribution of health care. This 
issue of the journal presents a discussion by several 
people of “An American Blue Cross.” Several of the 
comments indicate skepticism as to the ability of hos- 
pitals and the medical profession to so solve organiza- 
tional difficulties involved in rapidly extending hos- 
pital and health care under any such voluntary pro- 
gram. 

The opinion of these skeptics is not without founda- 
tion. Experience would seem to indicate that there is 
reason to justify doubt. On the other hand, it must 
be borne in mind that there are only two choices. The 
people of this country are demanding health and med- 
ical coverage on an insurance basis. We must either 
overcome those difficulties which would prevent exten- 
sion under a voluntary system to all who may wish 
and need such protection, or we must agree that we 
cannot accomplish that aim and turn the problem 
over to government. 

There is a serious decision to be made. The Journal 
of the American Medical Association in a recent issue 
printed a letter from a member who expressed distaste 
for any distribution of medical services through the 
insurance principle. This writer commented rather 
caustically on a reasonable presentation in that journal 
of the Blue Cross hospital program. Fortunately, we 
find the majority of physicians and hospital adminis- 
trators more understanding of the public attitude and’ 
public needs. 

There is still the option of agreeing that the prob- 
lems are so great under a voluntary program that we 
must give up and turn the program over to govern- 
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ment. The problems now troubling the physician and 
the hospital will become no simpler under arbitrary 
decision by legislation or government bureau. This is 
the challenge that confront us: Either we as organized 
groups must solve our problems, or we are regimented 
by government. Long as the argument may last and 
difficult as it may be to achieve our aims under a 
voluntary system, let us not forget that this is our 
choice. Having made that choice, we must evidence 
vision, faith and great energy in doing the job which 
lies before us. The plan for an American Blue Cross 
is only a suggestion. It is one pattern for voluntary 


action. 





++ 


Intern A ppointments 


Several years ago an effort was made by the Asso- 
ciation of American Medical Colleges, in coéperation 
with medical and hospital organizations, to establish 
definite dates for the appointment of medical students 
as hospital interns. The program was not too satis- 
factory as all hospitals did not fully co6perate. With 
each infraction, more hospitals were encouraged to 
ignore the agreed deadline. 

The acceleration of medical schools, changing the 
date for appointment of interns, delivered a final blow 
to any organized effort toward an agreed appointment 
date. As a result, reports indicate a situation amount- 
ing almost to chaos insofar as hospitals and medical 
students seeking appointment to internship are con- 
cerned. 

Procurement and Assignment Service for Physicians 
has established quotas for interns which give approxi- 
mately the same opportunity to hospitals for the ap- 
pointment of interns as has been true in past years. 
Hospitals with more popular internships are limited 
by quota as to the number they may appoint. Interns 
should therefore be as available as in the past to hos- 
pitals which must hunt for appointees. This being 
true, it would appear that the present rush for early 
appointment is no more necessary than in the past. 
Perhaps the present difficulty may be considered part 
of the general dislocation in medical education. 

The number of very early appointments indicates 
that many hospitals which could secure interns with- 
out such action are needlessly joining the race. One 
early appointment has led to another until some in- 
terns are now being appointed shortly after their 
admission to medical school. 

The present medical student under stress of an ac- 
celerated program, restricted postgraduate hospital 
training, and the immediacy of military service is 
hardly in a position to be truly judicial. He also may 
well look back on hasty action by hospitals during 
this period as far from a sympathetic and understand- 


ing attitude. 

Several hospitals have expressed the determination 
to not appoint medical students as interns until the 
completion of junior medical school work. This would 
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delay internship appointments until nine months 
prior to the beginning of hospital service. There ap- 
pears to be real merit to such action. Each hospital 
should study its program of appointments, considering 
the interests of the hospital and of these young physi- 
cians in an effort to bring some order out of the 
present confusion. 





State Licensing Laws 


Hospital associations in a number of states have 
sponsored the passage of hospital licensing laws. A 
recent issue of this magazine carried a report on ex- 
perience in Massachusetts. In this issue is a report on 
the situation in Minnesota. Hospital organizations will 
be interested in following the experience in these 
states and undoubtedly may wish to encourage passage 
of such legislation in other states. 

Certainly there is merit to the licensing of hospitals. 
The public should be protected against the establish- 
ment of substandard hospitals. A hospital is a compli- 
cated mechanism and is worthy of the name only when 
it has basic equipment and trained personnel. How- 
ever, the public is hardly able to judge when these 
minimum qualifications are being met, and great dam- 
age can be done to the hospital field by institutions 
without proper qualifications operating under the 
name “hospital.” 

Again, hospital associations have an opportunity to 
show leadership by sponsoring legislation which will 
tend to raise standards of hospital care within their 
state. Regulation can have its unfortunate aspects, yet 
there appears to be no other sure method of protecting 
the public, and indeed other hospitals, from the criti- 
cism which is bound to result from substandard insti- 


tutions. 





The Hartford Hospital 


Everyone in the hospital field speaks of public edu- 
cation and certainly hospitals busy with the care of 
the sick have not been aggressive in presenting to the 
average citizen the values of the nonprofit community 
hospital. The public education program now being 
developed by the American Hospital Association 
should make all hospitals more conscious of this need. 
However, public education is a two-edged sword. Be- 
fore public education must come public service and 
community responsibility. A nonprofit organization 
must also be charitable in intent. 

Hartford’s experience can be a source of great en- 
couragement to any community hospital. The first 
requirement is service to the community; second, a 
presentation through proper public education so that 
the community may understand the aims and accom- 
plishments of the hospital and, then, as is concretely 
demonstrated by this experience, ample support from 
the public will come. 
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A LEAST two years before Pearl 
Harbor it was apparent that 
many of the units of Hartford Hos- 
pital needed replacement. Although 
the capacity of the hospital was 
then 600 patients, and it was shortly 
to achieve the distinction of admit- 
ting more patients than any other 
voluntary hospital in the United 
States, parts of the establishment 
then 40, 50 and even 60 years old 
had been worn out in service. 

Besides, the community hospital 
system was approaching the point 
where the combined capacity of our 
three local voluntary hospitals was 
no longer able to meet the growing 
demands of our peacetime popula- 
tion. 

Plans for the construction of a 
new hospital with a capacity of 820 
beds were prepared, utilizing those 
parts of the present plant which 
properly could be continued. There- 
upon it became apparent that a 
building fund of at least $5,000,000 
was required. 

First, we investigated the poten- 
tialities of our ambitious project by 
studying other completed hospital 
financing programs. Our calcula- 
tions as to what we could accom- 
plish were based upon the record 
of performance in similar under- 
takings for hospitals elsewhere and 
a correlation of results in terms of 
the resources of the cities studied 
and a comparison with the re- 
sources of our own community. 

Our study also disclosed that 
Hartford and its adjoining com- 
munities possessed the resources re- 
quisite to the raising of $5,000,000 
for Hartford Hospital provided 
methods used successfully in other 
communities which had _ raised 
large capital funds for their hospi- 
tals were applied with skill, force 
and persistence. 


From an address given before the New Eng 
land Hospital Assembly, at Boston, March, 1944. 
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We soon recognized that we had 
to discount the pessimism of cer- 
tain well-meaning but timid advis- 
ers who could foresee only partial 
success because they were fearful 
our system of free enterprise was 
on the way out and that people no 
longer could or would adequately 
support such a program as ours. 
However, after investigation we 
determined to undertake it, recog- 
nizing the fact that we would have 
to work harder and probably long- 
er than the average in order to win 
complete success. Our conclusion 
was sustained by our experience. 
Our latest audit shows the total of 
the fund to be $171,712 over the 
$5,000,000 goal. 


Some Misconceptions 


It would be impossible to com- 
press into my share of today’s pro- 
gram a description of what we did 
in more than a year of planning 
and executing our fund-raising pro- 
gram. Perhaps I can be more help- 
ful if I discuss a few of the common 
misconceptions we met: 

“It’s just like the Community 
Chest.” We have a splendid Com- 
munity Chest in Hartford and its 
perennial success led some to be- 
lieve that the building fund cam- 
paign should be a magnified per- 
formance of its annual appeal. 
Several of my colleagues, including 
myself, have worked for the Com- 
munity Chest since its inception 
nearly 20 years ago and always will, 
but we had no such ideas and our 
professional counsel agreed with us. 

To raise the sum we needed for 
the hospital meant that we could 
not depend on gifts from income 
as the chest and other annually 
recurring drives very properly do. 





It was apparent that we must sec- 
ure a number of large gifts from 
those able to part with capital and 
not rely on subscribers who could 
give only from income. We felt it 
inadvisable to use a large number 
of workers throughout the cam- 
paign who, though they might be 
willing, were doing their job two 
or three times a year for the many 
other causes known to every com- 
munity in these times. Ours would 
be a prolonged campaign overlap- 
ping others and it actually had 
three phases: 


1. A program which funda- 
mentally was one of public rela- 
tions. Hartford Hospital had not 
told its story to the community for 
25 years when a fund of a half mil- 
lion dollars was subscribed for a 
then needed addition. 


2. The securing of adequate 
funds from a carefully selected list 
of individuals, families and corpo- 
rations by a limited number of 
solicitors skilled in presenting the 
case and capable of setting a pace 
or pattern. 


3. A general campaign for a 
limited period of time to give every 
citizen a chance to contribute to a 
deserving community enterprise 
and in which a large army of solicit- 
ors would be used when the goal 
was in sight. 

Now that we may look back, I 
believe one of the most important 
stepping-stones to our success was 
the first phase I mentioned—a care- 
fully calculated program which we 
found indispensable in establishing 
a sound background for the actual 
raising of our large fund. Such a 
program conditioned the public to 
an acceptance of the community’s 
need for the enlarged hospital and 
the community’s responsibility to 
finance its cost. 





HOSPITALS 






It also made possible the enlist- 
ment of the moderate-size group of 
representative men and women 
who obtained the larger individual 
and corporation gifts—amounting 
to $4,822,874—and gave us much of 
the ammunition used later in the 
general phase. 


I believe it would have been a 
mistake to economize or shortcut 
this preliminary program of public 
education and I am convinced we 
were right when we decided against 
taking the risk of starting the fund 
raising before we believed the pub- 
lic was thoroughly prepared for 
that stage. 


“We want no outsiders.” Tosome 
of those close to the hospital prob- 
lems—those who understood them 
well—it seemed that the case for 
the hospital’s enlargement was so 
evident that we needed no profes- 
sional counsel to guide us in present- 
ing our program and winning effec- 
tive public response. There was a 
feeling that there might be the 
usual prejudice against ‘outside ex- 
perts.” 


Needed ‘Coaches’ 


But after thorough study of the 
situation we became convinced that 
we needed professional coaches—the 
most expert, experienced and spe- 
cialized we could find. In fact, I 
think it appropriate to say that I 
made it a condition when I accept- 
ed the chairmanship that our com- 
mittee must have the benefit of the 
counsel of able specialists in hospi- 
tal finances. 


Once or twice when confronted 
with the question early in the cam- 
paign I offered to surrender my job 
to the questioner if he cared to take 
it without that type of assistance. 
My offer was not accepted because 
no one in these times actively en- 
gaged in his own business can do 
otherwise. 


Our coaches, incidentally, have 
been retained—even though our 
goal has been passed—to serve as 
public relations counsel in a con- 
tinued program to consolidate the 
goodwill gained in the capital fund 
movement. 


“Our community is different.” 
Some may feel because Hartford is 
one of the larger cities in New Eng- 
land and Hartford Hospital one of 
the largest community hospitals in 
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America that its problems are dif- 
ferent and its people not like those 
elsewhere. As a result of the hos- 
pital campaign and more than 
twenty-five years of residence in 
Hartford, I can say with pardon- 
able affection that it is not different 
in these respects—it is super-average. 
Do you know any really typical 
American community where they 
do not take pride in their ability to 
back any cause which they under- 
stand thoroughly and believe de- 
serves their support? 

“We want no-high-pressure pub- 
licity.” Our project was supported 
by the newspapers, the radio sta- 
tions, and other media with singu- 
lar effectiveness but we employed 
none of the high-pressure methods 
that are sometimes considered nec- 
essary in an undertaking like ours. 
We began by asking people their 
opinion rather than by telling them 
what they ought to believe and 
what they ought to do. * 


A questionnaire was sent to 10,- 
ooo persons in all walks of life, 
asking questions which gave every 
opportunity for the utmost frank- 
ness. The response was large, was 
very fair to us, and revealed much 
which enabled us to shape our 
course with greater accuracy than 
would have been possible other- 
wise. 

“Nobody has any money any- 
more.” It was stoutly contended by 
some whose opinion was highly 
respected that there were few per- 
sons of means in our community 
who could subscribe to the. build- 
ing fund under existing conditions 
on a scale which warranted a 
$5,000,000 goal. Let it be recorded 
that there were 422 subscriptions 
from individuals and families which 
totaled $2,585,000. They ranged 
from a gift of about $340,000 to 
those of several thousand dollars, 
with a substantial number of con- 
tributions in five figures for large 
and small sections of the new build- 
ing. 

“Taxes make giving virtually 
impossible.” This was one of the 
commonest objections we were told 
we would encounter. Naturally, we 
prepared ourselves very carefully 
to meet this issue. But interview 
after interview demonstrated that 
higher rates of taxation stimulated 
subscriptions. The tax laws, both 
income and estate, have been drawn 


deliberately, I assume, to permit in- 
telligent support of enterprise of 
this type within proper limits by 
permitting deductions which are 
favorable to those who can be gen- 
erous. The higher the rate, the 
greater the stimulation. 


It was up to us at least to initiate 
the portrayal of the picture which 
displayed these advantages to our 
prospect. Five contributors whose 
gifts total more than one million 
dollars—including some of those 
who made subscriptions in securi- 
ties—found their tax savings a dis- 
tinct urge to give on a scale they 
never before had even contem- 
plated. 


“Corporations can’t or won't 
help.” It is an old-fashioned custom 
to refer to corporations as being 
soulless. However, I believe more 
and more people are becoming con- 
vinced that most of the men who 
successfully direct them are warm- 
blooded, keen-witted and commun- 
ity-minded, and it seems almost 
senseless to add that at this stage 
of the war they are intensely patri- 
otic. 


Corporations Aid 


Conclusive evidence of this is 
found in the record of the Hartford 
Hospital building fund. One hun- 
dred and fifty corporations, includ- 
ing manufacturers, public utilities, 
insurance companies, banks, and 
practically every sort of organized 
business in our moderate-size com- 
munity subscribed $2,027,879. 

One corporation contributed 
$400,000, our largest subscription 
in the entire campaign. 


Its president, a man of national 
reputation, addressed one of our 
building fund committee meetings, 
in part, as follows: 


“IT am one of those who believe 
in demonstrations of corporate citi- 
zenship by our great industries and 
financial institutions. 


“It is our good fortune to witness 
in this hospital project that sup- 
port from this source is actually 
forthcoming. Week after week I 
have read of the subscriptions to 
the hospital building fund from 
the business community. Our cor- 
porations are proving that they are 
good citizens. I venture to hope 
that this manifestation is the morn- 
ing star heralding the dawn of that 
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safer and more liveable tomorrow 
we in the free countries have dared 
not only to dream of, but have 
dared to fight for.” 


This leader went on to say: “In- 
deed management, with a capital 
‘M’, should welcome a project such 
as this hospital campaign which 
wins the voluntary participation of 
employees in an utterly necessary 
program for the benefit of the 
entire community. Citizenship is 
something that grows through de- 
monstration. The good citizenship 
of employees is one of the greatest 
assets management can show.” 

We requested support from cor- 
porations after working out a for- 
mula following several conferences 
with representative industrialists, 
based upon the cost of facilities 
which Hartford Hospital would 
supply to employees of each com- 
pany and their dependents. It won 
wide acceptance. In fact, I can re- 
port its almost complete acceptance 
by all corporations in our area be- 
cause they had the assurance that 
if they subscribed the sum we sug- 
gested they would be assuming 
their full share of the enterprise. 


‘Little Fellow’ Gives 


“The little fellow won’t and can’t 
contribute.” It was contended when 
we entered upon the general phase 
of the campaign that industrial em- 
ployees and white-collar workers in 
insurance companies and_ banks 
and others would not and could 
not share in building the new hos- 
pital. It was explained that many 
of these people had been encour- 
aged by the events of the last sev- 
eral years to expect the government 
to do too much for them, that they 
had lost their former sense of civic 
responsibility and would simply re- 
fuse to co6perate. 

Well, in Hartford we found that 
33,953 Of these people were interest- 
ed enough to subscribe $206,119 
even though they knew we were 
approaching our goal when we 
opened subscriptions to them. 

“People are too busy in these 
times.” Some thought it would be 
impossible to raise a large corps of 
volunteer workers for the final 
phase because everyone was worn 
out with Red Cross, United War 
Fund, war loan campaigns and vari- 
ous other activities connected with 
the war effort. Furthermore, there 


was gas rationing which made travel 
dificult and only a few workers 
would probably be able to obtain 
small extra gas allowances because 
of their work for our fund. 

Despite these handicaps, about 
5,000 men and women enlisted in 
our campaign because we were able 
to zone the work of many to neigh- 
borhood calls, and we were success- 
ful in interesting many who had 
never done this type of work before. 

“But you can’t build now, so 
what’s the use?” Some of our more 
apprehensive friends admonished 
us that, because we could not name 
the day we would stick a spade in 
the ground and begin to construct 
the new hospital, few would con- 
tribute to the building fund. A few 
thought it would be almost dis- 
honest to ask people to subscribe to 
funds for a hospital which could 
not be completed until the War 
Production Board would promise 
to release critical building ma- 
terials. 

The record of the project shows 
this was another idle and wholly 
unfounded misconception. Al- 
though it was admitted that con- 
struction of the hospital probably 
could not be started during the 
continuance of the European phase 
of the war, we recall no instance in 
which a subscription was refused or 
its amount reduced on this account. 


Nor were contributions spread 
over a period of years prolonged 
for this reason. On the contrary 
there were those thoughtful indi- 
viduals in considerable number 
who recognized that the construc- 
tion of the new hospital following 
victory would be of substantial 
benefit in cushioning the inevitable 
shocks of re-adjustment to a peace- 
time economy by supplying em- 
ployment to many artisans. 

“People won’t pay their pledges.’ 
Do not think that I have exhausted 
the catalogue of objections we en- 
countered—most of them honest 
misconceptions, honest no matter 
how erroneous and erroneous no 
matter how honest. The payment 
of pledges to the building fund 
constitutes, I think you will agree, 
a remarkable record. Of the $5,171,- 
712 subscribed, we have after a 
lapse of but six months a total of 
only $713,060 unpaid, in spite of 
the fact that many subscribers elec- 


, 


ted to pay their pledges over a 
period of g0 months or more. 

“Times have changed.” Another 
difficulty we encountered, one which 
probably everyone else is encoun- 
tering these days, was the negative 
psychological attitude induced by 
the creeping fear or even the con- 
viction that times have changed 
and wrought a dreadful deteriora- 
tion in the spirit of our citizens. 
Despair as to the future of the pri- 
vate enterprise carried over to des- 
pair of the voluntary hospital be- 
cause it is a part and parcel of the 
free enterprise system some have 
called the American way. 

Hartford Hospital, although op- 
erated not for profit, is indeed a 
free enterprise. The fact that more 
than 40,000 people in our commun- 
ity were willing to back it with sub- 
scriptions of more than $5,000,000 
is to me a promise that the cradle 
of democracy here on the American 
continent may also be the cradle of 
the rebirth and even greater de- 
velopment of that same progressive 
and civilizing force. 


Confines Discourse 


I have tried to stick to my topic, 
“Capital Financing,” and have not 
attempted to cover the importance 
of postwar continuance of public 
relations program or the necessity 
of obtaining endowment funds for 
the expansion of the hospital's 
many services and for the develop- 
ment of research projects. 

When your chairman invited’ me 
to this platform, he asked me to 
answer the question, “Can a good 
community hospital with a record 
of valuable community service ex- 
pect in these times to finance its 
construction needs by public sub- 
scription?” 

I am no economist. I cannot fore- 
see the future but I can tell you 
that in our program for the Hart- 
ford Hospital we went through 
what to many of us were uncharted 
seas. 

We encountered an unforeseen 
chaotic economy resulting from the 
greatest war in history and we were 
repeatedly warned by even our 
closest friends that we could not 
possibly succeed in raising such a 
large objective and that we would 
have to be satisfied with 50 per cent 
or less of the goal we had set. 
Armed with the courage that comes 
with conviction, we went ahead. 
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THE END PRODUCT 
Where Will War Have Left Us? 


iy DETERMINING the impact of the 
military situation on civilian 
hospitals, we must evaluate not 
only the direct effects on the facili- 
ties and service available today but 
also—and this is of no small impor- 
tance—the factors which this situa- 
tion is developing in shaping the 
character of health care in the fu- 
ture. 


No consideration of today’s ef- 
fects can divorce itself from the 
trends which are creeping in to 
point the way to policies and pro- 
cedures of tomorrow. 


Most of our problems today are so 
directly connected with the needs 
of our military that to some extent 
they will right themselves when the 
war is over. They will right them- 
selves in so far as the direct results 
are concerned, but what of the in- 
fluences and habits which are being 
engendered by the methods we are 
using to overcome these problems? 
Can we afford to overlook these in 
considering the impact of the mili- 
tary situation? Certainly they are 
an indirect result. Here are some I 
have in mind— 


1. How long will it take us to 
bring salaries and wages down to 
meet the decrease in patronage ex- 
pected after the war? 


2. Will the concessions we are 
forced to make today to our em- 
ployees be carried over into peace- 
time? Will the breakdown in dis- 
cipline be easy to overcome? 


3. Many volunteer helpers are re- 
lieving our permanent staff of rou- 
tine duties in order that the trained 
personnel may render their profes- 
sional services to more patients. 
Will we be expected to employ re- 
placements for this type of volun- 
teer after the war? 

4. Our interns and_ graduate 
nurses are relieving the doctors of 


Presented at the Southeastern Hospital Con- 
ference in Atlanta, Ga., April, 1944 
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many services they performed be- 
fore the war. Will the latter con- 
tinue to expect such service? 


Don’t let us fool ourselves by 
thinking that an adequate supply 
of manpower will immediately cure 
these conditions. All who become 
available to us after the war will 
have been associated with some sys- 
tem during the war—be they war 
workers in civilian life or men and 
women in the armed forces—some 
system which has through necessity 
been forced to cater to the whims 
and wishes of employees to such an 
extent that policies have developed 
which cannot be continued, polli- 
cies which would be ruinous in the 
highly competitive operations of 
peacetime. 


Reflect Military Situation 


_ Now what about the influences 
of all the governmental bureaus 
and agencies on the operation of 
civilian hospitals? What about the 
U. S. Cadet Nurse Corps, the EMIC 
program, the Procurement and As- 
signment Service for doctors and 
nurses, wage and hour legislation, 
the War Production Board priority 
requirements? And what about the 
proposed plans for rehabilitation of 
veterans and civilians? All of these 
and many others are doing their bit 
to add to the impact of the military 
situation. As a matter of fact, they 
are a part of the military situation. 


We cannot ignore them today, 
nor can we ignore the change they 
are bringing— a change that will 
affect every hospital in this country 
for years to come. It is not my place 
to argue the merits or demerits of 
any of these plans or procedures, 
but to point out the very definite 
place they are taking in today’s op- 


eration of hospitals and the forces 
which they are creating to shape 
the policies of -your institution and 
my institution in the days to come. 


The U. S. Cadet Nurse Corps— 
Is this not developing a standard 
for student nurse training which 
will be hard to overcome? Maybe 
we should plan to maintain this 
standard, but to do so will cost us 
more money than we have ever 
dreamed of spending for such train- 
ing. In our school of 75 students 
the additional financial burden 
would amount to more than $15,000 
per year—and this does not include 
the income for maintenance we 
now receive. Students already en- 
rolled will continue to receive these 
benefits. How can we recruit new 
students on a lower scale when they 
must serve alongside of the cadets? 


Procurement and Assignment 
Service—Doctors, interns and nurses 
are now affected. With the ever in- 
creasing demands on the govern- 
ment for health care, will this pro- 
gram of necessity carry over into 
peacetime? 


Wage and hour legislation—This, 
like the U. S. cadet nurse program, 
is setting new standards of compen- 
sation and work hours. Will it not 
also carry over to increase the cost 
of operations? Are we not faced 
with a new yardstick of values and 
must we not increase our patient 
charges accordingly? How few of us 
in the South have been paying even 
the minimum wage schedule; how 
long can we get by with the inferior 
help such wages attract? 


The EMIC Program—The for- 
mula it sets up for computing the 
cost of ward care is developing into 
a basis for the payment of hospital 
care not only for the services in- 
cluded in this plan but for others 
to come. Are we convinced that this 
method of determining cost is fair? 
Will these costs—figured as they are 
on an over-all basis—adequately 
compensate us for specialized serv- 
ices such as maternal and child 
care and orthopedic care? 


Let’s not close our eyes to these 
or any other trends. Let’s not re- 
main silent and take it, if we think 
we know a better way. Study and 
discussion will point that way, and 
if we can do a better job and let 
it be known, public opinion will 
see us through. 
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Some Points on the Control of 
PENICILLIN 
When It Is Sent to Hospitals 


ENICILLIN IS for the moment at 
F inst the undisputed star in the 
drama of therapy of infections. Its 
spectacular accomplishments in a 
variety ot conditions, plus the wide- 
spread publicity given to it before 
both professional and lay audiences, 
may well cause a number of prob- 
lems for hospital administrators. 

From the purely medical stand- 
point, there should be very little 
adjustment needed, although this 
small amount is indispensable if 
the drug is to be efficiently utilized. 
The laboratory must be able to de- 
termine the degree of sensitivity of 
a given organism, or quantities of 
material may be wasted in futile 
efforts to accomplish the impossible. 

This procedure fortunately is not 
at all complicated and it requires 
little or no equipment not already 
present in most bacteriology de- 
partments. Laboratory personnel 
should become familiar with the 
technic before the need arises, for 
sooner or later it is likely to be a 
fairly common laboratory proce- 
dure. 

A second laboratory determina- 
tion, probably less often necessary, 
but nevertheless essential in any in- 
stitution attempting to do first class 
scientific work, is the determination 
of the quantity of penicillin present 
in blood, urine, exudates, and the 
like. 

This procedure, like the previous 
one, is still on a biologic rather 
than a chemical basis. It also is 
fairly simple both in equipment 
and technic, and may readily be 


_ From a talk by Dr. Hamilton at the conven- 
tion of the Association of California Hospitals 
at Santa Barbara, April, 1944. 
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made available by the bacteriology 
department in advance of need. 

A much more thorny problem 
which may quite possibly fall to the 
lot of the hospital administration 
is the allocation of relatively small 
amounts of penicillin among hosts 
of patients and doctors who need, 
or at least think they need, this 
modern miracle of therapy. 

No one yet knows just when, or 
how much, or through what chan- 
nels penicillin will be released to 
the general public; but it is prob- 
able that the time will be soon and 
the method will be through alloca- 
tion to some or all hospitals until 
such time as the supply permits dis- 
tribution through usual trade chan- 
nels. 

If it develops that such is the 
case, the hospital will be faced with 
an overwhelming demand, much of 
it legitimate and some most urgent; 
but no little coming from patients 
who do not need it or who could 
not benefit from it, from doctors 
who have not made a complete di- 
agnosis and who have not exhaust- 
ed other means of therapy, and 
from both patients and doctors who 
simply want to try the new method 
because it is new. 

Fantastic amounts of pressure are 
now brought upon the few people 
who have any penicillin at their 
disposal, through every sort of med- 
ical pleas and exortations from 
relatives and influential laymen. 

If this responsibility is placed 
upon the hospitals, the following 


suggestions—worked out from ex- 
perience as an authorized investiga- 
tor of penicillin in a metropolitan 
area—may be of value. 

The hospital should have a com- 
mittee, including its pathologist 
and heads of some of its main serv- 
ices, to determine eligibility of pa- 
tients for penicillin and to decide 
moot questions such as continua- 
tion of therapy for an unduly long 
period and the advisability of ad- 
juvant or other therapy. Such a 
committee should be able with rare 
exceptions to insist upon the fol- 
lowing criteria for eligibility for 
treatment: 

First, an accurate bacteriologic 
diagnosis. It is not enough that the 
patient has pneumonia; a pneu- 
monia due to the pneumococcus 
should respond to penicillin, where- 
as a pneumonia due to Friedland- 
er’s bacillus will not, and penicillin 
wasted upon it might have done 
much toward the rehabilitation of 
an old osteomyelitis. 

Second, an obvious corollary, the 
organism recovered should be one 
known to be susceptible to penicil- 
lin. The drug can and should be 
tried for all sorts of infections, but 
this function should be reserved for 
research institutions at least until 
such time as the supply is adequate 
for all patients whom it is known 
to be able to help. 

Third, if the organism recovered 
is one which should respond to 
chemotherapy, then there should be 
good reasons why chemotherapy is 
not used. Such reasons are likely to 
be either proven resistance of the 
particular strain of the organism in- 
volved ‘or inability of the patient 
to tolerate chemotherapy because 
of toxic reactions to it. 

Fourth, if response to treatment 
is poor, the organism should be 
tested for penicillin sensitivity and 
the patient investigated for possible 
complications to therapy such as 
undrained abscesses or the presence 
of concurrent infection of another 
sort. 

Modification of and exceptions to 
the above suggestions may obvi- 
ously be necessary; but experience 
has shown that until penicillin be- 
comes truly plentiful, control of 
some sort is the only alternative to 
a condition painfully close to an- 
archy. 

See News Section this issue for report 
on availability of penicillin. 
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A OUTBREAK of a mild type of 
influenza started in Minnesota 
and the Great Lakes region about 
the middle of November, 1943. 
From the North Central region as 
the area of origin, the epidemic 
spread eastward to New England, 
the Middle Atlantic states, and 
Kentucky, Virginia, West Virginia, 
Delaware and Maryland, outbreaks 
being reported subsequently in the 
mountain and Pacific states, the 
Southeast (central and Atlantic) 
and finally, in the West South Cen- 
tral states. 

The Army, as well as the civilian 
population, experienced the epi- 
demic, the direction of spread in 
the two groups showing general 
correspondence.' The peak of the 
epidemic in the civilian population 
(considering the country as a whole) 
occurred during the last week of 
December and the first week of 
January. 

It appears that the epidemic in 
the Army began to subside some- 
what earlier, the incidence rates 
having shown a decline as of the 
middle of December, except in sta- 
tions in the South and Southwest, 
which were the last to experience 
the outbreak." 


Apprehension Grew 


The tendency of influenza to oc- 
cur in pandemic form “in cycles 
with intervals of several decades’’? 
led to general concern that the 1943 
outbreak might assume the charac- 
teristics of the 1918 pandemic. This 
early apprehension was increased 
by the fact that in November, when 
the first indications of an outbreak 
were observed in this country, in- 
fluenza had already attained epi- 
demic proportions in England and 
Wales. 

However, the sharp rise in in- 
fluenza deaths in the 126 great 
towns of England and Wales in No- 
vember and December was found 
to be due not to the virulence of 
the causative organism, but to a 
high case incidence. The subsequent 
course of the outbreak in the 
United States, as well as the ex- 
perience of other countries in which 
influenza has been epidemic in the 
winter of 1943-44, gave no evidence 
of a recurrence of the severe type 
of influenza observed in the 1918 
pandemic. 

Characteristic features of the dis- 
ease in the recent epidemic were the 
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sudden onset, moderate prostration, 
fever and general pains, followed 
by marked weakness. Concurrent 
infection of the throat and a cough 
were sometimes observed. The dura- 
tion has been variously reported as 
between three and five days. 

As a result of the characteristic 
short duration of the illness, the 
term “lightning” influenza was used 
in newspaper reports of the epi- 
demic in England. Complications 
have been infrequent and usually 
not serious. The excess mortality 
associated with the epidemic re- 
sulted from the high incidence of 
cases rather than a high case fatal- 
ity rate. 

Laboratory evidence available in- 
dicates that the recent outbreak was 
probably largely due to influenza 
virus A. The type A virus was also 
identified during the epidemic in 
England and Wales. 

It is generally recognized that of- 
ficial reports of influenza cases in 
this country inadequately describe 
the actual incidence and severity of 
the disease and the geographic 
spread and trend of an epidemic. 
Influenza is now notifiable in all 
but four states, New Hampshire, 
Massachusetts, Pennsylvania and 
New York; and while reporting is 
required in New York City, the ac- 
tual number of cases notified in the 
recent epidemic was so small as ef- 
fectively to exclude the entire state 
from the reporting area. 

Three states not included in 
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the reporting area, Massachusetts, 
Pennsylvania and New York (con- 
sidering the state as a_ whole) 
are populous, containing together 
about one-fifth of the total popula- 
tion of the country. Officially re- 
ported cases of influenza for the 
country as a whole, and particularly 
for New England and the Middle 
Atlantic divisions, are therefore sub- 
stantially understated by the failure 
of these states to require its notifica- 
tion. 


Incidence Understated 


Furthermore, official requirement 
of notification in no sense insures 
completeness of reporting. As a re- 
sult of the mild form of the disease 
in the recent outbreak, many cases 
were not attended by a physician, 
with resultant understating of the 
true incidence. The time lag be- 
tween the onset of the outbreak 
and the identification of cases as 
influenzal in type limits the value 
of officially reported cases as a meas- 
ure of epidemic trend. 

In the recent epidemic, a further 
limitation resulted from the prac- 
tice adopted by certain states of es- 
timating the incident cases in the 
total population on the basis of the 
experience of selected groups, such 


as school children or industrial 
workers. 
Notwithstanding these limita- 


tions, the weekly trend of the epi- 
demic as indicated by influenza 
cases reported to the Public Health 
Service by state health officers is of 
interest. The incidence in the coun- 
try as a whole showed a continuous 
upward trend for a seven to eight 
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week period beginning about the 
middle of November 1943, the rise 
being particularly marked during 
December. 

Subsequent to the week ending 
January 8, 1944, the decline in in- 
cidence has been progressive. The 
case incidence in the recent influ- 
enza epidemic appears to have been 
about of the same order as in the 
epidemic of 1940-41. However, the 
1940-41 epidemic was minor meas- 
ured in terms of the total excess 
death rate from _ influenza-pneu- 
monia,*® while from the standpoint 
of mortality from all causes the 
recent epidemic was comparable in 
severity to that of 1928-29, the 
major epidemic since 1918-20. 

The death rate from all causes 
during an influenza epidemic is an 
especially significant measure of its 
severity, the excess mortality rela- 
tive to that in a normal (i.e., 
nonepidemic) period representing 
deaths associated with the epi- 
demic. Weekly reports of deaths 
from all causes are made to the 
Bureau of the Census by go major 
cities with an aggregate population 
of nearly 40 millions.‘ 


Mortality Rise Slow 

Mortality in these cities began to 
rise early in December 1943, but the 
excess over the comparable period 
of preceding years did not become 
marked until the latter part of the 


month. In the go cities considered 
as a group, the provisional death 
rate from all causes (annual basis) 
was 13.3 per thousand estimated 
population in the week ending De- 
cember 4, 1943, which after a con- 
tinuing rise in succeeding weeks 
reached the peak of 19.4 per thou- 
sand in the week ending January 1, 
representing an excess of 6.5 deaths 
per thousand over the 1941-42 aver- 
age for the corresponding week. 
Throughout the remainder of Jan- 
uary, the death rate in this urban 
population showed a marked down- 
ward trend, and remained approxi- 
mately at the expected level during 
February and March. 

It may be assumed that a lag of 
about one week occurs between the 
maximal weekly case incidence and 
the maximal death rate. Thus, with 
reference to the trend of the aver- 
age excess weekly death rate in 
these go cities, the epidemic ap- 
pears to have reached its maximal 
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incidence between December 18 
and 25. 


However, the period of maximal 
incidence based on officially re- 
ported cases occurred between De- 
cember 25 and January 8. This lack 
of correspondence results in part 
from the virtual exclusion of such 
populous states as Massachusetts, 
New York and Pennsylvania from 
the reporting area for official noti- 
fication of influenza cases, cities in 
these three states, on the other 
hand, being included among the go 
cities reporting deaths. Allowance 
should be made for the added fact 
that the death rates are based ex- 
clusively on an urban experience. 


Comparison of the death rate in 
these reporting cities grouped by 
geographic division indicates that 
the epidemic was somewhat more 
severe in southern New England 
and the Middle Atlantic states than 
in other divisions, a conclusion not 
indicated by the case incidence, due 
to the incompleteness of official re- 
ports or lack of the requirement 
for notification of influenza in sev- 
eral states of this region. 


For the whole group of go large 
cities, the mortality from all causes 
in excess of the normal expectancy 
during the 11 weeks from Novem- 
ber 21 to February 5 amounted to 
50 per 100,000 population. This fig- 
ure may be compared with total ex- 
cess rates from all causes for a 
group of 35 large cities of 65 per 
100,000 for the epidemic of 1928- 
29; 48 for that of 1926; 50 for that 
of 1923; 34 for that of 1922; 125 for 
the epidemic of 1920; and 598 for 
the pandemic of 1918-19. 

Comparable data are not avail- 
able for the several epidemics since 
1930, but they were all smaller than 
those of 1928-29. 1926, and 1923. 
During the peak week ended Jan- 
uary 1, 1944, the excess mortality 
from all causes in the recent epi- 
demic was larger than in the peak 
week of the epidemic of 1928-29, 
but the total excess during the 
whole epidemic was considerably 
smaller—4g as compared with 65 
per 100,000 for 1928-29. 

Thus the current outbreak was 
larger than any epidemic since 
1928-29, but caused only about 8 
per cent as many excess deaths in 
the United States as the 1918 
pandemic. 

Epidemics of a mild form of in- 


fluenza and other upper respiratory 
infections have been reported from 
many areas of North and South 
America during the past winter. An 
outbreak began in Canada about 
the middle of November, the trend 
in incidence corresponding to that 
observed in Minnesota and the 
Great Lakes states. 


On the other hand, the course 
of the outbreaks in the border states 
of Mexico has been roughly parallel 
to the epidemic trend in Texas. 


Epidemics were reported in Hon- 
duras, Haiti, Jamaica, Martinique 
and Curacao in November and De- 
cember. In Venezuela, widespread 
epidemics occurred late.in Novem- 
ber and December, the peak hav- 
ing been reached by the middle of 
January except in certain cities of 
the interior. Reports of epidemics 
appearing in British and Dutch 
Guiana in January suggest that the 
disease spread from Venezuela to 
the southeast. 


Brazil Reports Outbreak 


An outbreak of influenza started 
in Recife, on the northeast coast of 
Brazil, in the middle of December. 


Official reports on the prevalence 
of influenza in continental Europe 
are fragmentary. 


An interesting feature of the epi- 
demic in England and Wales was 
the action taken to relieve the acute 
shortage of civilian medical per- 
sonnel resulting from the war. 
Early in December, an arrangement 
was made for the deferment from 
induction into the services of some 
300 junior house physicians. In ad- 
dition, the R. A. M. C. made avail- 
able hundreds of Army doctors to 
assist in the care of influenza cases 
among civilians representing the 
first instance of such coéperation 
between military and civilian medi- 
cal personnel. 
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British Surgeon FOLLOWS 
DESERT } 
BATTLE froma Tent Hospital 


HE HOSPITAL, composed of a few 

huts and a good deal of tented 
accommodation, was located in a 
bare patch of desert behind the 
British lines—a mile from the rail- 
road and 25, miles from the nearest 
town. 

Cases were admitted from neigh- 
boring camps, from ambulance 
trains or as transfers from other 
medical units. Local admissions va- 
ried greatly, according to the den- 
sity of population in surrounding 
camps. Ambulance trains brought 
200 to 250 Cases at a time, approxi- 
mately 50 per cent being stretcher 
cases. Naturally the number of 
trains varied with the activity in 
forward areas. 


Inter-hospital transfers resulted 


from various causes: certain hos- 
pitals might be detailed and staffed 
to care for a special type of case; 
some unit might move its site; or 
the general state of the battle zone 
might necessitate internal re-ar- 
rangement. 

Our hospital admitted an aver- 
age of 30,000 patients a year. Of 
these, there were three medical to 
two surgical, irrespective of forward 
area activities, i.e. the annual sur- 
gical admission was approximately 
12,000. Of these, battle casualties 
and non-battle casualties occurred 
in the proportion of 1 to 214—that 
is, an average number of battle cas- 
ualties per annum of 3,500. 

Some 3,000 operations were per- 
formed each year in the desert hos- 
pital, as 25 per cent of surgical 
cases admitted were operated upon. 
The ultimate disposal of cases was 
briefly as follows: 


Approximately two-thirds were 
returned to their units fit for active 
service, going either direct to base 
depots, or indirectly via a convales- 
cent depot; another 25 per cent 
were recategorized and employed in 
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the Middle East on base duties; the 
remainder were invalided to South 
Africa, there either to proceed ulti- 
mately to Britain, or return in due 
course to the Middle East. The 
working rule was that a case likely 
to require hospitalization for more 
than six to eight weeks should be 
“invalided.” Naturally this rule was 
not rigidly adhered to. 

The reception of convoys was im- 
portant for two reasons: first, be- 
cause of the marked effect the effi- 
cient handling of a convoy had on 
the smooth running of a field hos- 
pital, and second, because no part 
of hospital life showed so clearly 
the excellent spirit and morale that 
prevailed throughout Britain’s 
Middle East forces. 


When Convoys Arrived 


It was worth seeing a convoy ar- 
rive at any time of day or night; 
ambulances and trucks were care- 
fully marshalled to their respective 
disembarkation points (one for 
walking cases, one for stretcher 
cases); the patients were quickly 
and quietly brought in to the re- 
ception tent; each was inspected by 
a medical officer and allocated to a 
definite ward; particulars were rap- 
idly taken by “clerks,” each patient 
was given a cup of tea, a cigarette 
and a cheery word before being 
whisked away on stretcher or trol- 
ley to the tented ward; “guides” led 
batches of walkers to their new des- 
ert homes, the ambulances, replen- 
ished with blankets and stretchers, 
drove quickly away across the sand, 
the transfusion orderlies bustled 
about energetically, the hospital of- 
fice staff produced its convoy “re- 


turns” almost before the last pa- 
tient had left the reception tents, 
the cooks were ready with the re- 
sults of their vastly appreciated 
work. 

The organization for the recep- 
tion of a convoy was meticulously 
planned and, as experience in- 
creased, steadily improved until the 
250-odd cases of an ambulance 
train could be guaranteed safely in 
bed, having been medically inspect- 
ed, welcomed, fed and officially doc- 
umented within an hour (often 
less) of the arrival of the first pa- 
tient. 


A resuscitation ward was soon 
proved not only unnecessary but a 
relatively inefficient way of dealing 
with severe cases. Such cases were 
given priority in transport to ward 
tents, specially labeled and at- 
tended forthwith by the carefully 
trained transfusion team in the 
comparative tranquility of the 
wards in which they would there- 
after be treated. 

On the surgical side, within an 
hour or two of the arrival of a con- 
voy all new cases had been seen by 
the medical officers in charge of 
wards. A meeting was then held 
with the divisional officer, prelimi- 
nary reports were presented and 
cases requiring operation divided 
into three categories — emergency, 
serious and routine. 

As experience increased, the first 
class grew smaller (there are ex- 
tremely few cases that are not much 
better both in themselves and as 
operative risks, for a few hours of 
rest and resuscitation); where nec- 
essary they were of course dealt 
with immediately. On the follow- 
ing day all routine operating was 
cancelled and the serious cases were 
all dealt with by as many surgical 
“teams” as were available or neces- 
sary. The third group became in- 
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TO THIS DESERT HOSPITAL came a constant flow of casualties as 
the victorious British Army chased Rommel's shattered Afrika Korps 


corporated in the ordinary surgical 
lists of the division routine time- 
table. By this means any congestion 
of cases requiring operation was 
avoided. 

The condition of patients arriv- 
ing at this British desert hospital 
from forward areas naturally varied 
throughout the campaigns with the 
length of the line of evacuation. 
When Britain’s 8th Army reached 
Benghazi and further, it took the 
wounded from 10 to 14 days to 
reach the base area in which the 
hospital was; for many months the 
average was five to eight days, but 
at El Alamein casualties reached 
the hospital well within 24 hours. 


Evacuate Injured by Air 


Such variations materially affect- 
ed treatment, and constituted a fac- 
tor which had constantly to be re- 
considered. Evacuation of casualties 
by air increased steadily in 1942, 
very rapidly during the El Alamein 
battle. 

As a rule patients were frankly 
disappointed on arrival to discover 
that their “base” hospital was still 
surrounded by illimitable sand, but 
the relatively quiet conditions and 
the approximate comfort rapidly 
had the desired psychological ef- 
fect in the majority of cases. 

Physically there is no doubt the 
location was eminently satisfactory 
and patients’ general condition 
quickly improved. The sickness rate 
among unit personnel for the first 
year was minimal. A second sum- 
mer produced but little more. 

In general, wounds healed well, 
and this despite the ever present 
sand. Sepsis in primary wounds was 
a rare event. It seemed that desert 
sand was—if not bacteriologically— 
at least clinically relatively sterile. 
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Tetanus and gas-gangrene were 
conspicuous by their absence in the 
desert war, especially when com- 
pared to the brief campaign in 
France. In forward areas protective 
sera were always given but no case 
of tetanus was seen during the 
whole period (nearly two years) I 
was with the hospital and only four 
cases of gas-gangrene. 

Blood transfusion was used ex- 
tensively, not only for post-haemor- 
rhagic states, but in the many cases 
of chronic low grade toxaemia. 
Stocks of serum and plasma were 
small, and were used only for emer- 
gencies. It was found, however, that 
except in cases of marked blood loss 
great benefit accrued from the use 
of intravenous glucose saline. 

The sulphonamide drugs have, 
of course, revolutionized war sur- 
gery, but they have not replaced 
surgery! Regarding their value, pro- 
tective and therapeutic, when given 
by mouth, there is no argument. 
But the same cannot be said con- 
cerning their local application, al- 
though this was almost universally 
a routine in the Middle East. 

Further work and _ controlled 
tests must be made (and are in fact 
now being made) before definite 
conclusions can be reached. Local 
application should certainly not be 
haphazard. A little experience soon 
taught one to apply measured 
quantities to open wounds. Sul- 
phonamides applied locally in an 
oily medium have far less liability 
to produce toxic effects, and their 
action seems enhanced. This is so 
also if they are exhibited in an al- 
kaline medium, i.e. “buffered.” The 
merest trace of an oxidizing agent 
with the sulphonamide also greatly 
increases its activity. 


over hundreds of miles of sandy terrain last year. This is a general 
view of the “buildings” that housed the indispensable hospital unit. 


These points, on which research 
is proceeding, were of vital impor- 
tance when the only sulphonamide 
readily available was sulphonila- 
mide. Sulphapyridine was usually 
obtainable in reasonable quantities, 
but sulphathiozole was chiefly con- 
centrated in forward areas, and sul- 
phadiazine was only beginning to 
appear at the end of the time I 
spent with the desert hospital. 

It is worthy of note that the least 
toxic of the sulphonamides when 
given by mouth—sulphagnanidine— 
is definitely dangerous if applied 
locally to a raw surface. In forward 
areas and most hospitals a small 
supply of blood already mixed with 
sulphonamides was available. 


Anaesthetics a Problem 

Anaesthetics in the desert pro- 
vided several interesting problems. 
Supply difficulties strictly limited 
the use of gas and oxygen; the cli- 
matic conditions made inhalation 
anaesthesia of dubious value for 
general use and the scope of local 
anaesthetics was circumscribed. All 
were used, as was spinal anaesthesia 
—perhaps to a relatively greater ex- 
tent than would normally be the 
case, and particularly in “clean” 
surgery. 

Chief reliance was placed on pen- 
tothal, which certainly became the 
anaesthetic of choice. At least 85 
per cent of Britain’s battle casual- 
ties were anaesthetised by this 
method—given by an intravenous 
drip with glucose salines in long 
operations—and these included all 
the worst cases. In 5,000 consecu- 
tive administrations, there was only 
one death on the table and this was 
in a man suffering from multiple 
major wounds who was in extremis 
at the time of operation. 
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r IS PREMATURE to state the extent 
I to which voluntary and other 
non-federal hospitals will be in- 
cluded in any over-all program of 
the federal government for provid- 
ing hospitalization for veterans of 
this war, but undoubtedly this 
question enters into your individ- 
ual thinking in connection with 
plans for the postwar financing of 
your hospital. 

The Federal Board of Hospitali- 
zation, which is an advisory agency 
to the Bureau of the Budget, is ex- 
pected to deal with this problem. 
There have been some preliminary 
discussions with the American Hos- 
pital Association officials, and on 
the initiative of your immediate 
past president, Mr. Hamilton, the 
Association was invited to appoint 
a representative to serve in a liaison 
capacity to the board. 


As you know, the Veterans Ad- 
ministration has already turned to 
the voluntary hospitals to provide 
for the hospitalization of many of 
the female veterans of this war. 
While this presents you with a chal- 
lenge in the face of the other de- 
mands upon your available beds 
and physical resources, it is also an 
opportunity which for the long pull 
you should find profitable to seize. 


Financing Problem Is Vital 


You are primarily concerned with 
problems related to the financing 
of your own institutions, but I am 
sure you have a general interest in 
what goes on in government hospi- 
tals. The federal hospital system 
comprises eight completely inde- 
pendent groups of hospitals. 

Each group is separately admin- 
istered under a_ highly-centralized 
management and provides hospi- 
talization for a particular category 
of beneficiaries for whom Congress 
has authorized hospital care by the 
federal government. 


Prior to the war, there were 
about 400 federal hospitals with 
175,000 beds. The wartime expan- 
sion has increased this number to 
about 1,000 hospitals and 400,000 
beds. 


Because these hospitals are fi- 
nanced almost entirely from con- 
gressional appropriations, the prob- 
lems of fund raising which trustees 


From “Financing The Hospital; Some Aspects 
at the Federal Level,” presented at the New 
England Hospital Assembly in Boston, March 
1944, 
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and administrators of voluntary 
hospitals have to cope with are not 
encountered by the federal hospital 
administrator. He does, however, 
have substantial responsibilities for 
planning his financial needs, justi- 
fying his requirements, and then 
living within the financial program 
and limitations which are _pre- 
scribed for him by the head of his 
agency and by Congress. 

While federal hospitals don’t have 
to worry about the source of their 
patients and their income, they do 
have to tailor their operating pro- 
grams to the anticipated patient 
load and to the amount of income 
they receive from federal appropria- 
tions. 

The hospital business is big busi- 
ness and must take full advantage 
of all the tools of management 
which big business has developed. 
In broad general terms, some of 
these tools of management might 
be enumerated as (1) proper or- 
ganization of the activities of the 
hospital, (2) an effective budgetary 
system, (3) adequate and reliable 
fiscal, cost and property accounting, 
(4) equitable personnel and wage 
policies and programs, (5) efficient 
purchasing, storage and issuance of 
supplies and equipment, (6) up-to- 
date comparative administrative 
statistics, and (7) good public rela- 
tions. 

In the federal hospital field con- 
siderable progress has been made 
in introducing and strengthening 
these management aids. 

The Bureau of Budget assists the 
president in coérdinating the pro- 
grams, facilities, and financial re- 
quirements of these hospitals by 
reviewing the expenditure propos- 
als of the agencies for their operat- 
ing and construction requirements, 


by continuous study of the admin- 
istrative operations and the expend- 
iture programs of the institutions 
of each agency, and by the stimula- 
tion of improved administrative 
management. 

The bureau has worked out such 
over-all* management problems as 
formulating and prescribing a uni- 
form cost and personnel reporting 
system, development of relative 
guides for personnel-to-patient ra- 
tios, uniformity of hours of duty 
for all classes of hospital personnel, 
establishment of detailed standards 
for furniture and furnishings in 
residences and nurses’ and atten- 
dants’ quarters, and development 
of a uniform policy regarding the 
extent to which employees will be 
required to live at the hospitals and 
take their meals there. 

The bureau staff, at the specific 
direction of the President, is formu- 
lating a uniform policy covering 
the furnishing of hospitalization in 
federal hospitals to other than legal 
beneficiaries and is _ establishing 
uniform and proper charges for 
such services. 


Two Suggestions 

In closing, there are two thoughts 
which I would presume to leave 
with you. One is that I am confi- 
dent the federal government has no 
desire to take over any phase of 
hospital service that is being ren- 
dered on an adequate and efficient 
basis. Its interest is to assist, not 
hamper, voluntary hospitals. 

Government does have the re- 
sponsibility for seeing that the 
health needs of the communities 
and the nation are met, and in 
those areas where the problem is 
too great, or the necessary financial 
requirements too burdensome, for 
private sources, then either the 
local, state, or federal government 
must provide them. 

The other thought is that there 
is need for a greater strengthening 
of the organization of hospitals of 
this country, not only for mutual 
service but in the interest of im- 
proving the health of the nation. 
I get the definite impression that 
the individual hospitals, the state 
and regional associations, your na- 
tional Association, and the federal 
hospitals still have a long way to 
go toward working together and 
becoming more united. 
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JOB CARDS - 


OR THOSE who will accept it, the 
F training Within Indusgry serv- 
ice of the War Manpower Commis- 
sion offers excellent instruction for 
hospital personnel. Instructors are 
provided without cost and the pro- 
gram is of immediate and _pro- 
nounced benefit. 


Everyone down the scale properly 
resents a “holier-than-thou” atti- 
tude wherein hospital management 
ignores the principles everyone else 
is being taught to accept. Especially 
is this so when employees are being 
taught the right way. Therefore the 
superintendent and every depart- 
ment head would do well to apply 
systematically to every problem in 
each day’s routine the simple but 
essential axioms given in_ this 
course. 


There is a vast amount of com- 
mon sense and a passport to easier 
personne] relations on the little in- 
struction cards used in this training. 
Try carrying one in your hand for 
48 hours and applying the tech- 
nique hourly! 


It is an unchallenged fact that 
personnel and personnel relations 
constitute today’s largest single 
management problem. It might be 
well to review these cardinal prin- 
ciples: 


FOUNDATIONS FOR 
GOOD RELATIONS 


1. Let each worker know how 
he is getting along. Figure out what 
you expect of him—then tell him. 
Point out—constructively—ways to 
improve. 


2. Give credit when due. Look 
for extra or unusual performance. 
Tell him while “‘it’s hot.” 


3. Tell people in advance about 
changes that will affect them. Tell 
them WHY, if possible. Get them 
to accept the change. 


4. Make best use of each per- 
son’s ability. Look for ability not 
now being used. Never stand in a 
man’s way. People must be treated 
as individuals. 

On the reverse side of the instruc- 
tion card is an almost foolproof 
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formula for handking problems 
with people: 


HOW TO HANDLE 
A PROBLEM 


1. Get the facts. Review the 
record. Find out what rules and 
hospital customs apply. Talk with 
individuals concerned. Get opinions 
and feelings. Be sure you have the 
whole story. 


2. Weigh and decide. Fit the 
facts together. Consider their bear- 
ing on each other. Check practices 
and policies. What possible actions 
are there? Consider effect on indi- 


vidual, group, public and patient. 
Don’t jump at conclusions. 


3. Take action. Are you going 
to handle this yourself? Do you 
need help in handling? Should you 
refer this to your superior? Watch 
the timing of your action. Don’t 
pass the buck. 


4. Check results. How soon will 
you follow up? How often will you 
need to check? Watch for changes 
in output, attitudes, and relation- 
ships. Did your action help the 
hospital in its work? 


CONCLUSION 


Good management, or bad, starts 
at the top. These two simple out- 
lines are similar to the Ten Com- 
mandments. They can be memor- 
ized in five minutes, but a lifetime 
of trying finds it difficult to employ 
them properly. 


BILLBOARDS 


T PRESENT, 257 billboards in the 
A central and northern parts of 
Minnesota proclaim the merits of 
joining the .U. S. Cadet Nurse 
Corps, and steps are being taken to 
get similar billboards up in the 
southern part of the state. 


This campaign is another “first” 
for Minnesota. It is another project 
in the planned coéperative public 
education program being worked 
out jointly by the Minnesota Hos- 
pital Association, the Blue Cross 
Plan and the Minnesota State 
Nurses Association. 


The idea was advanced during 
the 1943 Hospital Day nurse re- 
cruiting program by Margaret Rea- 
gan, public education director for 
the Blue Cross Plan, who also helps 
with the public education work of 
the Minnesota Hospital Associa- 
tion and the Minnesota Nursing 


’ Council for War Service. 


In May 1943, Miss Reagan found 
that, while nursing had been de- 
clared a war manpower problem by 
the government, it had not been 
included in the government’s bill- 
board series; and that nothing 


could be done with a billboard 
series until nursing was so included. 


In January, 1944, when a special 
nurse recruiting campaign for the 
Cadet Corps was being planned for 
Minnesota, Miss Reagan again made 
inquiries and finally was given per- 
mission to do the job on a state 
scale, clearing the project through 
the local war manpower office. 


This completed, a poster was de- 
signed by an advertising company 
and the campaign was ready to be- 
gin. Miss Reagan, Thelma Dodds, 
superintendent of nurses at Miller 
Hospital, St. Paul, chairman of the 
State Recruiting Committee, and 
Mrs. Mabel Larson Roach, execu- 
tive secretary of the Minnesota 
Nurses Association, accompanied 
the company’s representatives in a 
canvass for sponsorship of the cadet 
advertisements. For the first two 
days, a student in the cadet. uni- 
form accompanied the sales group. 


Hospital administrators codper- 
ated with the campaign by helping 
compile prospect lists. Many ad- 
ministrators then telephoned or 
wrote to members of their hospital 
boards connected with influential 
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firms explaining the campaign and 
mentioning that the firm would be 
called upon. 

The response of Twin City busi- 
ness firms was remarkable. In a 
week and a half, 185 billboards— 
sponsored by 28 Twin City firms 
—had been sold. 

The war bond, Red Cross, blood 
donor and Air-Wac billboard cam- 
paigns had just been completed in 
the Twin Cities, but this did not 
seem to dampen the enthusiasm for 
the nursing cause. 

Two men from Twin City firms, 
whose advertising policies do not 
permit them to use billboard ad- 
vertising, each took 10 boards, per- 
sonally, using the signature, “com- 
pliments of a friend” on the board. 
Two other firms, whose advertising 
policies restrict the use of bill- 
boards, wanted to help through 
some other medium. One asked for 
pertinent facts on the Cadet Corps 
which could be adapted both to the 
stuffers sent with invoices and to 
newspaper advertisements. 


The other, a large insurance 
company, asked one of its advertis- 
ing men to work out what he 
thought would be an effective city- 
wide campaign. Following his sug- 
gestion, the Cadet Corps Recruit- 
ing Committee is making plans to 
have a cadet nurse speak to the 
young peoples’ groups in Twin City 
churches during May. 

Informed by the Minnesota 
Nurses Association of the Twin 
City campaign, Mrs. Ruth Jensen, 
president of the Second Nursing 
District in Duluth, and Mrs. Lil 
lian Fuller of Mountain Lake, 
president of the Tenth Nursing 
District, set up campaigns for the 
Duluth and the Iron Range, with 
the result that 72 billboards with 
the cadet story have gone up in the 
northern part of the state. 


The Sixth Nursing District in 
Rochester is developing a campaign 
for the southern part of the state. 
Hospital and nursing superintend- 
ents in other areas have shown 
great interest in the campaign and 
are now being given information 
on how to proceed. 

New York has wired for permis- 
sion to use the cadet poster used in 
Minnesota and all indications are 
that the campaign will spread 
throughout the nation. 
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BILLBOARDS such as these bring the Cadet Nurse recruitment plea to Minnesota citizens. 





SELF Mier 


OSPITAL COUNCILS have a place 
H of increasing importance un- 
der present day conditions wher- 
ever a number of hospitals are 
operating in the same community. 
The services rendered by a well- 
organized and well-managed coun- 
cil are many and invaluable to the 
hospitals and community. 


There are-many problems which 
are community wide in scope and 
should be met as a group. It is more 
than ever necessary that the hospi- 
tals be able to justify many of their 
activities, the rates, charges, and 
procedures. This indicates the ne- 
cessity for uniform accounting 
for comparative purposes, uniform 
service statistics, and cooperative 
activity in public relations. 

Public relations in all its various 
phases presents a serious task with 
the tension which exists under war 
conditions. People are working~at 
high nervous pitch, and a council 
which is functioning properly can 
do much to maintain understand- 
ing between hospitals and industry 
as well as between hospitals and the 
public. 

The problems of hospital rates 
and charges, increased costs, wages 
and salaries—the hundred and one 
things that now are in a constant 
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state of unrest and which are com- 
mon to all of us—can so often be 
worked to satisfactory conclusions 
through coéperation and _ whole- 
hearted participation in council ac- 
tivities. Here obviously, the bene- 
fit derived is in direct ratio to the 

coéperative effort expended. 

About two years ago, member 
hospitals of the Rochester Hospital 
Council agreed to underwrite a 
central office for the handling of ac- 
counts. This idea had been worked 
out in other cities in one form or 
another so that it was nothing new. 

The success of such a venture and 
its value to the hospital depend en- 
tirely on the support given; half- 
hearted participation will result in 
increased cost for the hospital and 
a poor showing on collections. 

As opposed to commercial agen- 
cies, which too often accept ac- 
counts for collection only to “skim 
the cream off the top,” the council 
is so set up that each account is fol- 
lowed to its end—and some of them 
require a lot of work. Roughly 
6,000 accounts are carried in open 
file, valued at approximately $2930,- 
ooo. The charge made to the hos- 
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pital for collection is based on the 
account so that it behooves the hos- 
pital to get the account to the coun- 
cil at an early age when possibility 
of collection is greater and resultant 
cost is lower. 


During the first year a total of 
$100,000 was collected for six hos- 
pitals at an average cost of 14.2%. 
During the fiscal year now ending, 
the second year of operation, $115,- 
000 will have been collected at an 
average cost of 14.5%—and this in 
the face of increased cost of opera- 
tion. 


Such an agency is beneficial in 
that it eliminates duplication of 
effort; affords understanding, in- 
terested effort not to be found in 
the average commercial agency; 
gives results at a much lower cost; 
answers the question of reduced 
personnel in collection depart- 
ments; and affords a central credit 
bureau which is constantly build- 
ing a file of valuable information. 
Finally, but far from least, such an 
activity goes far to build and main- 
tain good public relations with 
those people who are indebted for 
hospital care. 

The war and the resultant per- 
sonnel problem precipitated anoth- 
er venture which presently is going 
on hand in hand with the central 
collection office. In December of 
1942, the council commenced ad- 
vertising for and interviewing ap- 
plicants for all types of hospital 
work. The same office staff handled 
the routine work involved. Classi- 
fied advertisements were placed in 
one of the local papers each Sunday 
and on occasion the services of 
foreign language papers were used. 
A standard preliminary interview 
form was set up, a duplicate of 
which is sent with the applicant to 
the hospital needing his or her serv- 
ices. Once a week each hospital is 
checked to determine which appli- 
cants have been hired and the cur- 
rent existing needs. 

In the first year of operation, the 
office interviewed a total of 1,651 
applicants of which 1,095 were di- 
rected to the six hospitals. Of these, 
the hospitals hired 357. Through 
this service the hospitals were able 
to secure orderlies, ward helpers, 
porters, maids, cooks, kitchen and 
cafeteria help, laundry helpers, 
maintenance men, animal care 
takers, ambulance drivers, labora- 
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tory technicians, receptionists, 
switchboard. operators, stenograph- 
ers, file clerks, cashiers, and secre- 
taries. 

Such a service, developed during 
wartime to assist the hospital in 
getting much needed help, can de- 
velop into a permanent central 
source for all types of hospital em- 
ployees. The cost of this program 
has been almost negligible because 
of the existing collection office with 
its personnel already trained in in- 
terviewing people. 

In both of these activities it has 
been interesting to note the re- 
sponse of the average person. On 
the one hand, the person owing a 
past due hospital bill finds it more 


convenient to make payments at a 
centrally - located office. On the 
other hand, the person interested 
in hospital employment can deter- 
mine the needs in one central office 
rather than having to call at several 
of the outlying hospitals. 

These are but two of the numer- 
ous activities of any well-organized 
council. Some of the proposed ac- 
tivities of necessity will wait until 
after the war. For the present, how- 
ever, with so much more money in 
circulation, a concerted drive to re- 
cover past due bills is a must. Also, 
with existing personnel shortages 
and with new employees at a pre- 
mium, the value of a central em- 
ployee recruiting office is obvious. 


OUTPATIENTS 


O FAR As hospitals are concerned, 
S one of the marked effects of in- 
creases in employment and wages 
during the last few years has been 
substantial reductions in their num- 
ber of outpatients. In order to as- 
certain the extent of this reduction 
and the effects it may have had on 
the costs of providing outpatient 
service, the writer made inquiry of 
approximately fifty hospitals in 
various sections of the United 
States. Of this number, 28 gave sta- 
tistical data on outpatient visits 
and outpatient department costs. 
These figures together with similar 
data furnished by the United Hos- 
pital Fund of New York form the 
basis of this article. 


Of the 28 hospitals reporting, 19 
gave the number of their outpatient 
visits for each of the years 1938 to 
1943, inclusive. All reported reduc- 
tions for this six year period as a 
whole. These decreases ranged from 
14.2 per cent to 63.9 per cent; the 
mean being 49.4 per cent. Nine had 
decreases of more than 50 per cent; 
five, of 60 per cent or more. 

The total outpatient visits to 
these 19 hospitals in 1938 was 
2,663,193; in 1943, the total was 
1,688,990. Statistical reports of the 
United Hospital Fund of New York 
show a reduction in outpatient vis- 
its to general hospitals reporting to 
that organization for the years 1938- 
1942, inclusive, of 17.3 per cent for 
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voluntary hospitals; 15.9 per cent 
for municipal hospitals; 16.4 for 
general hospitals as a whole. The 
total visits to the outpatient depart- 
ments of these hospitals was 6,503,- 
164 in 1938; 5,434,470 in 1942. 

Although, taking the 19 hospitals 
as a whole, there has been a down- 
ward trend in visits from year to 
year during the period under con- 
sideration, the decrease has been 
much more pronounced in the last 
three years. The year to year mean 
percentage of change in total visits 
to these 19 hospitals follows: 

1938 to 
1939 to 
1940 to 
1941 to 
1942 to 

One hospital which maintains a 
large outpatient service for pay pa- 
tients reported an increase in visits 
in 1943 as compared with 1938 of 
23.8 per cent, with an increase in 
cost of 29.4 per cent. 

It is difficult to draw an accurate 
picture of the effects the reduction 
in the volume of outpatient service 
has had on the costs of providing 
that service. Not all of the hospitals 
reporting know the costs of their 
outpatient departments. Some re- 
ported direct costs only. However, 
of nine hospitals which reported 
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such costs for each of the years 1938 
to 1943, the percentage of decrease 
in Outpatient visits and of change 
in operating costs is shown in the 
following table: 


Decrease Change 

In Visits In Costs 
Hospital A. 63.9%.......... *16.7% increase 
Hospital B. 25.3%.......... 0.9% decrease 
Hospital C. 57.1%.......... * 0.7% decrease 
Hospital D. 63.0%.......... * 0.9% increase 
Hospital E. 28.1%.....:...- * 9.0% increase 
Hospital F. 42.5%.......... *33.0% increase 
Hospital G. 50.8%.......... 9.2% decrease 
Hospital H. 61.4%.......... *21.0% increase 
Hospital I. 49.4%.......... 4.7% decrease 


*Based on direct costs only. 


Since not all of the hospitals were 
ible to report costs for each of the 
six years, the following figures for 
the years 1939 and 1942 may be 
significant: 


1939 

Total Per Visit 
Hospital Visits Costs Costs 
No.1 119,106 ~—- $105,468 + ~—s- $0.89 
No. 2 323,039 351,691 1.09 
No. 3 128,286 100,037 78 
No. 4 313,014 519,346 1.66 
No. 5 193,225 230,340 1.19 
No. 6 210,346 139,073 -66 
No. 7 67,035 68,240 1.02 
No. 8 133,472 181,288 1.34 

1942 

Total Per Visit 
Hospital Visits Costs Costs 
No. 1 89,868 $120,077 $1.34 
No. 2 266,272 405,283 1.52 
No. 3 128,566 111,203 .86 
No. 4 276,805 567,940 2.05 
No. 5 133,153 228,600 1.69 
No. 6 127,134 130,148 1.02 
No. 7 36,868 66,976 1.82 
No. 8 99,713 179,708 1.80 


In general one may say that the 
costs of maintaining outpatient 
service are not much affected by re- 
duction in the number of visits. 
This is because of the fact that most 
of these costs are for salaries and 
general overhead. Unless the pa- 
tient load is so reduced that less 
employed personnel and less space 
is needed, the costs show little re- 
sultant decrease. Then, too, it 
should be observed that during the 
period from 1938 to 1943 hospital 
costs in general have increased. Sal- 
aries and wages are higher and sup- 
plies cost more than formerly. 

It must naturally follow that a 
reduction in the number of visits, 
with little or no decrease in operat- 
ing costs, will result in increased 
per visit costs. If the visits decrease 
and the operating costs increase, as 
has happened in a considerable 
number of hospitals, the increase in 
per visit costs will be still greater. 
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Of the nine hospitals listed in Ta- 
ble 2, all of which had substantial 
reduction in visits, four reported 
decreases in operating costs and five 
reported increases. The increase in 
per visit costs in these nine hospi- 
tals ranged from 33 per cent to 228 
per cent; the mean increase being 
112 per cent. 

Though their costs of operation 
have not been materially affected 


by the lessened demand on their 
outpatient facilities, the decrease in 
the volume of their outpatient load 
has been very fortunate for many 
hospitals. It has come at a time 
when their professional staffs have 
been depleted by war service and 
when many of their skilled tech- 
nical personnel have either joined 
the armed forces or have left for 
more remunerative employment. 


WORK MANUAL 


AKING CERTAIN that employees 
M shall know the contents of a 
“manual for employees” is just as 
important as its preparation, in the 
judgment of the management of 
the Presbyterian Hospital of Pitts- 
burgh, and here is the plan adopted 
for the attainment of this objective: 


Each department vested with the 
responsibility of hiring employees 
is supplied with copies of the man- 
ual. As the interview progresses to 
the point where hiring is contem- 
plated, the subject of the manual 
is brought into the conversation. 
The applicant then is given a copy 
with the request that it be read and 
then signed in the presence of the 
hiring agent, after an opportunity 
has been given to ask questions. 

This procedure has many points 
of merit. First, no intelligent per- 
son will sign the booklet without 
understanding its contents. Once 
signed, the manual becomes per- 
sonal property and is not likely to 
be left lying about carelessly. 

Attention then may be directed 
to working schedules, holidays, and 
the plan for their observance, vaca- 
tions, time off for sickness, with and 
without compensation, and other 
subjects on which differing ideas 
have arisen in the past. 

The manual was first devised in 
1941 to clarify many of these ques- 
tions and avert confusion that is 
sure to arise when a new employee 
learns his routine only from fellow 
employees. Now that this guide is 
in writing each employee has the 
same source and fund of knowledge. 


In cases where it appears that 


employment is only temporary, 
presentation of the manual—and 
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the formality of signing—is delayed 
for two weeks or a month. The em- 
ployee is then called to the depart- 
ment office and more or less for- 
mally inducted into the hospital 
family. 

The signing of the manual has a 
definite disciplinary effect in times 
of difference of opinion. Many an 
argument is ended when the printed 
and signed booklet is called as a 
witness in deciding an issue. 

The whole operation of reading, 
discussing points not clear and 
signing requires only a few minutes. 
However, this often answers the 
question of ability to read and 
write, and other general intelli- 
gence information, without the em- 
barrassment of direct questions. 

The Presbyterian Hospital “Man- 
ual for Employees” is a printed 
booklet, 314 by 6 inches in size. It 
is not something regarded as static. 
Only sufficient booklets to last one 
year are printed, so that shifts in 
policy and general practices may be 
incorporated in subsequent issues 
without heavy cost or embarrassing 
delay. Then, taking a leaf from the 
experience of the commercial world, 
front of the booklet carries this 
legend: 

“This manual supersedes all for- 
mer issues. Regulations herein set 
forth will obtain until notice of 
change.” 

When a new manual is printed, 
it is distributed with pay checks to 
make certain that no employee fails 
to receive a copy. 
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Me ical Review 


RED CELL SERVICE 
Is New Plasma Technique 


ae cELL Transfusion Service, 
conducted by the Blood Don- 
or Service of the American Red 
Cross, is being extended from two 
investigative blood donor centers in 
Detroit to those in the country 
which are proximate to the plasma 
processing plants, with the new 
service available first to Army and 
Navy hospitals and secondly to ac- 
credited civilian hospitals, without 
cost, for clinical investigation. Ma- 
jor Earl S. Taylor, Medical Corps, 
Army of the United States, and 
William Thalhimer, M.D., tech- 
nical director and associate techni- 
cal director, respectively, of the 
American Red Cross Blood Donor 
Service, and Warren B. Cooksey, 
M.D., technical supervisor, Red 
Cross Blood Donor Service, Detroit, 
announce the new service in the 
April 1 issue of The Journal of the 
American Medical Association. 

They explain that on the basis 
of investigative work with 10,000 
red cell transfusions it appears that 
this by-product of the plasma pro- 
gram for the armed services is suit- 
able for transfusion use as a substi- 
tute, at least in part, for whole 
blood. 

In the same issue of The Journal 
Dr. Cooksey and Capt. William H. 
Horwitz, Medical Corps, Army of 
the United States, report their find- 
ings on the 10,000 red cell trans- 


fusions. The percentage of reac- . 


tions was lower than that from 
whole blood transfusions, and strik- 
ing clinical improvement was ob- 
served in several severely anemic 
patients. 


THE ALMOST UNIVERSAL habit of 
sitting with the legs crossed may 


72 


cause injury to the peroneal nerve,” 


Henry S. Dun- 
Sitting With 


ning, M.D., New 
Legs Crossed York, advises in 


the February issue of the Archives 
of Neurology and Psychiatry. He re- 
ports the case of a physician who 
had consulted him, complaining of 
foot drop on the left. Questioning 
revealed that such a posture was 
common on the part of the physi- 
cian and that in preparation for 
some examinations he had spent 
three to four hours daily for six 
months reading in the sitting pos- 
ture with his legs crossed. 

“The patient was advised to stop 
crossing his legs and did so,” Dun- 
ning reports. “Improvement was 
continuous. Six weeks later his gait 
was entirely normal. When he was 
last seen, about three months after 
the first examination, there was 
barely perceptible weakness in dor- 
sal flexion and in eversion at the 
ankle and in extension of the big 
toe on the left, and the areas of 
impaired sensation had receded 
about four fifths of their original 
S1Z@€. ... 


As A RESULT of their observation 
of go patients being treated for con- 
tact eczema, William L. Dobes, 

; . M.D., Atlanta, 
Nail Polish and Lieut. Phil- 
Dermatitis p H. Nippert, 
MC-V (S), U.S.N.R., report in the 
March issue of the Archives of Der- 
matology and Syphilology that nail 
polish is one of the most frequent 
causes of dermatitis of the eyelids 
in women. One or both upper eye- 
lids are usually involved, but both 
the upper and the lower lids may 
be simultaneously affected. 


The patchy, although it may be 
diffuse, appearance of nail polish 
dermatitis and the fact that the 
lesion is most frequently limited to 
the medial portion of the upper 
eyelid are interesting features. The 
habit of rubbing the eyelids with 
the backs of the hands and with the 
nails and the nervous habit of pick- 
ing at the inner corners of the eye- 
lids account for the patchy involve- 
ment. When the closed lids are 
rubbed with the finger tips, usually 
only the upper lids are touched; 
that is why the lower lids usually 
remain unaffected. 


The habits of resting the chin on 
bent fingers, biting the nails and 
probing the nostrils and the ears 
with the finger tips result in patches 
of dermatitis in the areas where the 
nails touch the skin. A slight red- 
ness and scaling may appear on al- 
most any part of the body where 
contact with nail lacquer is made, 
such contact frequently being made 
by adjusting the brassiere, girdle, 
hose and other garments and by 
readjusting the collar or dress when 
arranging the hair. Persons who 
bite their nails may present a pic- 
ture which at first suggests an irri- 
tation of the lips from lipstick or 
toothpaste. 


In this study of go cases, the in- 
volved areas were: eyelids only, 22; 
eyelids, chin and neck, 28; areas of 
face other than the eyelids, 29, and 
areas on body other than face and 
neck, 11. Eight per cent of the pa- 
tients showed blistering and weep- 
ing, especially when the chin and 
perorial areas were involved. 


A great majority of patients will 
give a positive reaction to patch 
tests, although a few seem to have 
a localized hypersensitivity and do 
not react to the patches on the back 
or on the forearms; therefore, one 
should apply the nail polish di- 
rectly over the sensitized areas when 
testing. 

The offending agents apparently 
can be the plasticizers, solvents and 
other ingredients, with the solvents 
the most usual one. Dr. Dobes and 
Lieutenant Nippert conclude that 


HOSPITALS 











usually some brand of nail polish, 
especially a colorless polish, may be 
found that the patient may wear 
with impunity. 


VACCINATION BY subcutaneous in- 
oculation of a concentrated inac- 


tivated influenza vaccine, done 

shortly before or 
Influenza even after the 
Vaccination 


onset of the re- 
cent epidemic of influenza A, was 
found to exert a protective effect 
with a total attack rate of 2.22 per 
cent among the 6,263 vaccinated and 
7.11 per cent among the 6,211 con- 
trols, a ratio of 1:3.2, it is reported 
in The Journal of the American 
Medical Association for April 1. 


The study was made by members 
of the Commission on Influenza, 
and associates, Board for the In- 
vestigation and Control of Influ- 
enza and other Epidemic Diseases 
in the Army, Preventive Medicine 
Service, Surgeon General’s Office, 
United States Army, with Thomas 
Francis Jr., M.D., Ann Arbor, 
Michigan, as director. The study 
was carried out in Army Specialized 
Training Program units of eight 
universities in different parts of the 
United States and in a ninth group 
comprising the members of Army 
Specialized Training Program units 
of five New York medical and den- 
tal colleges. 


Approximately 12,500 men were 
involved. Each company or organ- 
ization within a unit was divided 
in half, so that alternate individ- 
uals received, respectively, vaccine 
and control material. One dose was 
given subcutaneously. After vacci- 
nation was completed the records 
containing this information were 
removed to other quarters, so that 
on subsequent visits the observer 
had no information as to whether 
a patient belonged to the vacci- 
nated or control group. 


Prior to vaccination and through- 
out the period thereafter close ob- 
servation of all individuals report- 
ing to sick call was maintained by 
members of the investigating group. 
Vaccination was carried out at dif- 
ferent times in the various units 
but in the main was completed by 
the middle of November. 


The real test of the vaccine came 
when an epidemic of influenza A 
was first. identified in the middle 
west about the second week in No- 
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vember. It was subsequently recog- 
nized in other localities within a 
short time thereafter. The epidemic 
period in the posts under observa- 
tion was three to four weeks. The 
disease was, in general, mild, of 
three to four days’ duration and 
with a low incidence of complica- 
tions. 

The division of the men involved 
in the study according to vaccinated 
or control was not done until the 
epidemic period was thought to 
have been passed. The results for 
the respective units were compiled 
by the investigating team, and, in 
all but one instance, a report was 
submitted to the office of the Sur- 
geon General of the Army before 
the evidence obtained in other lo- 
cations was known. 

As the members of the commis- 
sion pointed out in their report, 
“The significance of the results is 
heightened by the uniformity of 
trend in practically all instances. 
... It is of interest to note also that, 
in general, the difference between 
vaccinated and control individuals 
was greatest at the height of the 
epidemic curve and as the epidemic 
subsided the differential was less 
noticeable. 


“The results at the College of. 


the City of New York and at Iowa, 
where vaccination was begun after 
the epidemic was in progress, indi- 
cate that the effect of vaccine be- 
comes evident in about one week 
after inoculation. In these instances 
the attack rates in the vaccinated 
and controls were not especially 
different during the first week but 
then diverged sharply. The dura- 
tion of the effect is not known... .” 


REGARDLESS OF the time indicated 
on a clinical thermometer, a mini- 
mum of three minutes is required 

to obtain an ac- 


oe curate oral tem- 
emperatures perature, Nor- 
man De Nosaquo, M.D., Irvin 


Kerlan, M.D., Lila F. Knudsen, 
B.S., and Theodore G. Klumpp, 
M.D., Washington, D. C., report in 
The Journal of Laboratory and 
Clinical Medicine for February. 
The investigators sent a question- 
naire to 100 outstanding schools of 
nursing to determine what they 
were teaching with regard to taking 
temperatures. It was found that 27 
taught their students that the time 
required for accurate registration 








was less than three minutes, 37 
taught that three minutes were re- 
quired and. only five recommended 
a longer period. 

On the basis of observations, the 
validity of which was statistically 
controlled, the investigators con- 
cluded that an insertion time of 
three minutes should be the mini- 
mum interval for oral clinical ther- 
mometers under ordinary condi- 
tions of use. They found that the 
time stamped on the thermometer 
did not have any relation to the 
length of time required by the in- 
strument to reach equilibrium, and 
in all circumstances a longer time 
was needed‘ to give an accurate 
reading than that imprinted on the 
thermometer. 

Commenting on these findings, 
The Journal of the American Med- 
ical Association for April 8 sug- 
gests that “it would seem to be a 
good thing for thermometer manu- 
facturers to eliminate from their in- 
struments time designations, which 
can only be misleading and result 
in serious diagnostic and thera- 
peutic misimpressions.” 


IMPROVEMENT IN typhus vaccine 
has reduced the death rate from 
that disease in areas where typhus 
has been preva- 
lent from 100 
per cent to 50 
per cent among people older than 
6o years, The Journal of the Amer- 
ican Medical Association for Feb- 
ruary 19 points out. Discussing re- 
cently issued reports on the typhus 
epidemic that swept Spain from 
1939 through most of 1942, The 
Journal says that “the condition 
was fatal among all people older 
than 60 years.” 

When strict control measures 
were placed in effect, including the 
use of several vaccines, one of the 
authors of the report on the epi- 
demic says that the modified Laigret 
vaccine helped bring new outbreaks 
of typhus under control in from 13 
to 18 days, reduced the severity of 
the disease in vaccinated persons 
and improved the prognosis of pa- 
tients older than 60 years with a 
50 per cent survival among the vac- 
cinated. 

The Journal also says that “By 
use of vaccination, the new ‘louse 
powder’ and efficient delousing, ty- 
phus has been controlled in our 
army and navy.” 


Typhus Deaths 
Among the Aged 






73 











TEAM WORK 
With Subscribers’ Council 


WELL ORGANIZED subscriber rela- 
A tions program of a Blue Cross 
plan is as important to the member 
hospitals as it is to the plan itself. 
The Blue Cross plan is the service 
arm of its member hospitals and in 
most instances was organized by the 
hospitals in the communities which 
it serves. The principles and objec- 
tives of the one are those of the 
other also. It is their common pur- 
pose to provide the best possible 
hospital service to the people of the 
community. 

In some instances the plan em- 
braces in its membership a majority 
of the people of the community and 
in all cases a substantial percentage 
of them. As the trustee of the sub- 
scribers’ funds, it is imperative that 
the plan maintain pleasant rela- 
tionships with is subscribers. 

Hospital Care Corporation in 
Cincinnati early in its history de- 
veloped a Subscribers’ Council com- 
posed of representatives of all en- 
rolled groups to maintain a close 
working relationship with those 
groups. In little more than four 
years this organization has enrolled 
approximately 36 per cent of the 
total population of the 10 counties 
of southwestern Ohio which it 
serves. Its growth with relation to 
its population has been more rapid 
than that in any other area. The 
subscriber relations program de- 
veloped through the Subscribers’ 
Council has been one of the most 
important factors in this unusual 
record. 


Each enrolled group names its 
representative to the Subscribers’ 
Council in any way it sees fit— 
choosing from executives, personnel 
directors, payroll clerks, union rep- 
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resentatives and others. The chair- 
man of the council serves as a mem- 
ber of the board of trustees of the 
plan. 


At the close of 1940 a meeting of 
the council was held with about 
four hundred present. All member 
hospitals were invited to send rep- 
resentatives. Some were represented 
by trustees and others by adminis- 
trators. Complete reports of the 
progress and financial position of 
the organization were made. 

Soon all agreed that the organiza- 
tion was becoming too large to be 
effective in its purpose of represent- 
ing the membership. To provide a 
workable organization, a Subscrib- 
ers’ Committee of about 40 was 
named by the chairman. In sub- 
sequent years, the committee has 
been elected by the council, by bal- 
lot. The council itself now meets 
but once a year. 


Committee Met Quarterly 


During 1941 the committee met 
quarterly; took its assignment seri- 
ously. Many valuable suggestions 
and constructive criticisms came 
out of these meetings. 

One of the first requests the Sub- 
scribers’ Committee brought before 
the management was for clarifica- 
tion of a provision of the original 
contract regarding more expensive 
accommodations than it provided. 
The contract provided that when a 
member requested private room ac- 
commodations in a member hospi- 
tal he should pay a fixed amount to 


the hospital for accommodations in 
a minimum rate private room, and 
proportionately for more expensive 
accommodations. 


Since the minimum rates for pri- 
vate rooms varied considerably with 
the various member hospitals, this 
provision gave rise to much mis- 
understanding and ill feeling on 
the part of members. The contract 
further provided that if no accom- 
modations of the type specified in 
the subscriber’s contract were avail- 
able, the member should agree to 
accept, temporarily—without addi- 
tional charge or refund—accommo- 
dations which might be either less 
or more expensive than provided 
for in the contract. Because it was 
not always possible for the member 
hospital to provide better accom- 
modations than the member was 
entitled to receive, this provision 
also made for unsatisfactory rela- 
tions between the members and the 
hospitals. 

Upon recommendation of the 
Subscribers’ Committee, both pro- 
visions were changed. The revised 
contract specified a fixed allowance 
to apply against the rate for a pri- 
vate room, with the definite under- 
standing that the member would be 
expected to pay the difference be- 
tween this amount and the prevail- 
ing rate for the room occupied. 

The revised contract also pro- 
vided that when accommodations 
of the type specified in the contract 
were not available, the member 
would be expected to pay the dif- 
ference between the fixed allowance 
and the accommodations occupied 
if more expensive than provided by 
the contract, or would be entitled 
to a refund for less expensive ac- 
commodations. 

At recent meetings of the Sub- 
scribers’ Committee coverage on a 
sponsored membership basis for 
members of the subscriber’s im- 
mediate family, who are not eligible 
for coverage under the present en- 
rollment regulations, was proposed. 
Serious study now is being given 
this proposal. 

All such contract revisions are, of 
course, presented to the hospital ad- 
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ministrators before action is taken, 
in accordance with established pol- 
icy. 

With introduction of the gasoline 
and rubber conservation programs, 
it became difficult for representa- 
tives from the outlying territory to 
take an active part. To solve this 
problem, regional committees were 
organized in every community in 
the territory. These groups meet in 
advance of the regular meetings of 
the general committee, and send 
their chairman to represent their 
communities. This has proved to be 
the most effective device in the pro- 
gram. 


Cope With Criticism 

The regional committees are 
genuine sounding boards of their 
respective communities. They are 
small working committees which 
call meetings when any criticism 
arises regarding the plan or local 
hospitals or when they have ideas 
for developing better community 
relations, and to plan campaigns to 
assist in the enrollment of new 
groups. Representatives of local 
hospitals are always invited to sit in 
on these meetings, and splendid 
understanding between the repre- 
sentatives of industrial and business 
groups and the hospitals has re- 
sulted. 

The desire of these committees to 
see that members of the plan re- 
ceive the most complete hospital 
service under their contracts is re- 
markable. For example, in Novem- 
ber 1942 a brief report of the Amer- 
ican Hospital Association conven- 
tion in St. Louis was given. The 
comprehensive Blue Cross contract 
which was proposed at that meeting 
by the Hospital Service Plan Com- 
mission was merely mentioned. 


In February 1943 the committees 
were asked to approve one or two 
minor changes in the provisions of 
the hospital care contract. Immedi- 
ately a discussion arose regarding 
the proposed comprehensive con- 
tract and the services not provided 
by the subscriber’s contract in force 
at that time. It was explained that 
such services as x-ray are very ex- 
pensive and could not be provided 
at the rates then in effect. Each of 
the regional committees urged ac- 
tion by the general committee. 


At the annual meeting of the 
Subscribers’ Committee later in 
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that month the management was 
asked to make a study of the cost 
of all services not then included in 
the contract, and to determine the 
necessary increase in fees to cover 
their cost. The study was completed 
and a report given on June 16, 
1943, and following is an excerpt 
from the minutes of that meeting: 


“Unanimous approval was given 
to the provisions of the proposed 
comprehensive contract and the in- 
crease in subscription fees required 
to cover the added cost, and it was 
urged that it be introduced at the 
earliest possible moment.” 


The committee further presented 
results of surveys conducted in a 
variety of groups, indicating con- 
clusively that members wanted the 
added services and were willing to 
accept a modest increase in fees to 
get them. 


The proposal and the results of 
study by the underwriting commit- 
tee of the organization were pres- 
ented to the advisory council, com- 
posed of hospital administrators 





representing all member hospitals, 
and to the Board of Trustees of the 
organization. When the proposal 
was approved without question, 
plans were developed to make the 
new contract effective October 1, 
1943. On August 1, a letter was for- 
warded to all group leaders ex- 
plaining the new contract and ask- 
ing their codperation in presenting 
it to the members in their groups. 
The conversion was made in six 
weeks and a net gain of 10,000 con- 
tracts resulted. 


Hold Annual Session 


Once each year the committee 
meets at one of the member hospi- 
tals. A meeting was held last Octo- 
ber in the largest of the Cincinnati 
hospitals. The executive staff of the 
hospital conducted a tour of inspec- 
tion and was host at a dinner 
preceding the business meeting. 
During the tour of inspection and 
informal discussion during the din- 
ner, the hospital executives had an 
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opportunity to discuss with the 
Subscribers’ Committee the many 
problems with which hospitals are 
now confronted. 

These are typical examples of the 
quality of codperation that may be 
expected of properly organized sub- 
scribers’ organizations. Let us sum- 
marize the values. 


1, It is an effective sounding 
board for the membership. When 
comments or criticisms arise regard- 
ing their treatment by employees of 
the plan or the hospitals, they are 
transmitted to the plan through the 
subscribers’ representative and steps 
may be taken quickly to correct any 
errors. 


2. It provides the management 
of the plan with one of its most im- 
portant forces in dealing with the 
trustees and with the member hos- 
pitals. All three want to comply 
with the sound suggestions of the 
membership. 


3. Since the management of the 
plan gains the approval of the sub- 
scribers’ group on every important 
action affecting the membership, it 
can never be said that changes are 
made without consulting the mem- 
bership. 

In view of the very favorable ex- 
perience in Cincinnati in giving 
subscribers to the plan a voice in 
the affairs of the organization, it 
appears that it would be of value 
to both the Blue Cross plans and 
their member hospitals if a similar 
subscriber relations program could 
be developed by all plans. 
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MERGERS KEEP TOTAL OF 
PLANS AT SAME FIGURE 

Although two states and four ad- 
ditional provinces have been added 
to the areas served by Blue Cross 
plans since March 1943, the total 
number of approved plans still re- 
mains at 77. 

This number is the result of sev- 
eral factors: two mergers have been 
accomplished during the past 12 
months—one in Louisiana, and the 
other in Connecticut; the states of 
New Hampshire and Washington 
have become part of the enrollment 
areas with headquarters in Con- 
cord, N. H., and Portland, Ore.; 
the two new Canadian plans serve 
a total of four provinces. 
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$00,000 Join 
Blue Cross in 
First Quarter 


ORE THAN 800,000 participants 
were added to the member- 
ship of Blue Cross plans during the 
first quarter of 1944, which exceeds 
10,000 daily for each of the 75, days 
of business activity, and an average 
of more than 10,000 for each of the 
77 approved plans in the United 
States and Canada. 

The national total membership 
now stands at 13,807,000, exclusive 
of more than 600,000 suspended 
contracts for members of the armed 
forces. 

Most of the total net growth was 
achieved by the 26 plans which re- 
ported more than 10,000 net gain 
in participants for the period. Ten 
plans exceeded 20,000 to account 
for 50 per cent of the total increase, 
and 16 more exceeded the average 
to account for an additional go per 
cent of the growth. 

Massachusetts Hospital Service 
and Associated Hospital Service of 
New York head the list with 98,000 
and 85,000 participants, respective- 
ly. Notable was the accomplishment 
of the Canton (Ohio) Plan, which 
increased by 31,000 participants, 
making its total in excess of 75,000. 

Each of the three Canadian plans 
approved before the first of the 
year continued its gains and regis- 
tered more than 18,000 new mem- 
bers. Their growth, combined with 
enrollment in the two plans with 
headquarters in Moncton, New 
Brunswick, and Vancouver, British 
Columbia, approved since January 
1, 1944, accounted for an addition 
of more than 100,000 participants 
in Canadian Blue Cross plans dur- 
ing the quarter. 

The first quarter growth in 1944 
exceeds all previous enrollment for 
a similar period, and may be com- 
pared with 554,000 in 1943, when 
21 plans enrolled more than 10,000 
participants each, to account for 74 
per cent of the total membership 
increase. 


TABLE I 
Increase in Total Participants 
For 77 Blue Cross Plans 
During First Three Months of 1944 
Headquarters Increase in 
City of Plan Participants 
Boston 97,918 
New York 84,967 
Philadephia 35,310 
Canton, Ohio 30,684 
Toronto .. 29,852 
Pittsburgh 27,757 
Detroit 27,463 
St. Louis 26,207 
25,684 
23,147 
































Winnipeg 
Montreal 
Newark 
Buffalo 
Columbus, Ohio 
Cincinnati 
New Haven, Conn. 
Baltimore 

14,226 


Milwaukee 14,140 
|) | Sac ee ee 13,338 
Portland, Ore 12,585 
Birmingham, Ala 11,149 
ene, "Cais ooo 10,987 
Des Moines, Iowa 10,701 
Cleveland ; 10,530 





18,791 
18,418 
16,919 
16,753 
16,519 
16,256 
14,911 














Group total (16) 
Other Plans (51) 


Total increase (77) 


236,036 
155,975 


Blue Cross hospital admissions 
during the month of March were 
six per cent below those for Feb- 
ruary, (which follows the pattern 
of other years), and were slightly be- 
low the. rate for March, 1943. Ad- 
missions for the first quarter were 
at the annual rate of 100 per 1,000 
participants, which reflects a grad- 
ual downward trend since 1941. 


TABLE II 
Hospital Admissions per Thousand 
Blue Cross Participants (Annual Basis) 
First Quarter, 1944 
Participant 


Months of 
Exposure 


Admissions 
per 1,000 


94.9 
10,231,853 105.6 
11,605,270 99.5 


Month 


Average ....30,737,391 100.0 


TABLE III 
Hospital Admissions per Thousand 
Blue Cross Participants (Annual Basis) 
First Quarter, 1941-1944 


Participant 
Months of 
Exposure 


Admissions 
per 1,000 


105.0 
103.9 
100.9 
100.0 


The percentage of Blue Cross 
births to other hospital admissions 
and the birth rate among Blue 
Cross participants decreased sharp- 
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GUESTS at the recent tenth anniversary dinner of Hospital Service As- 
sociation of New Orleans included (standing) C. Rufus Rorem, Chicago; 
E. F. Nester, St. Louis; P. A. Colvin, Monroe, La.; C. C. Huffman, 
Shreveport; W. W. McCrary Jr., Memphis; Walter McBee, Dallas; Ray 



































ly in 1944 from the high points 
reached during the first three 
months of 1943. This trend is con- 
sistent with national figures and 
cannot be explained by the availa- 
bility of federal service to the wives 
of members of the armed forces 
who carry Blue Cross protection. 


A special analysis was made 
of the experience of eight Blue 
Cross plans, with a total member- 
ship of 4,000,000 participants on 
April 1, 1944. The headquarters 
cities were Baltimore, Buffalo, Cin- 
cinnati, Cleveland, Detroit, New- 
ark, New York and Philadelphia. 
The hospitalized births per thou- 
sand participants decreased from 
the rate of 24.2 in 1943 to 18.2 in 


1944. 
TABLE IV 


Births per thousand Participants* 
in Blue Cross Plans 
(8 plans—4,000,000 Participants) 


Per cent of 
Year Decrease 
Month 1943 1944 1943 to 1944 
January ........ 23.55 17.1 27.0 per cent 
February ......22.3 18.7 16.1 per cent 
i. aaa 28.2 20.6 26.8 per cent 
First Quarter 


Average ..24.2 18.2 24.7 percent 





*Annual average basis. 


For the month of January, Blue 
Cross births were 23.5 and 17.1 per 
thousand participants for 1943 and 
1944, respectively, which may be 
compared with the national average 
announced by the Bureau of the 
Census of 22.2 per 1,000 inhabitants 
of the United States in January, 
1943, and 19.6 per 1,000 in January, 


1944. 


The data indicate that the birth 
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rate is slightly higher among Blue 
Cross members than for the en- 
tire population, due in part to the 
large percentage of married persons 
among Blue Cross subscribers. In 
1944 approximately 1,700,000 hos- 
pital bills will be paid by approved 
hospital service plans, and 350,000 
babies will be born under the sign 
of the Blue Cross. 


+ 
+ 


PUBLIC HEALTH STUDY GOING 
FORWARD; APPROVED BY 44 PLANS 


The special study of the admin- 
istrative policies of Blue Cross 
plans by the United States Public 
Health Service, which was an- 
nounced in the January 1944 issue 
of HospiTALs, is going forward as a 
result of formal vote to codperate 
on behalf of the approved plans at 
their annual conference in Detroit 
in March. 

Following approval of the pro- 
ject by the executive directors, 44 
plans—following formal action by 
their trustees—have offered their 
own organizations for intensive 
study and detailed investigation. 

It is expected that approximately 
25 plans will be studied, and rep- 
resentative organizations will be 
selected to represent various geo- 
graphic locations, sizes of total en- 
rollment, densities of population, 
degrees of urbanization and periods 
of operation. 

The study will proceed under the 
direction of public health methods, 
with Louis S. Reed, senior economic 
analyst, in direct charge of the pro- 
ject. 








F. McCarthy, St. Louis; H. A. Shroder, New Orleans; (seated) M. Has- 
kins Coleman Jr., Richmond; Carl M. Metzger, Buffalo; Eldon S. Lazarus, 
New Orleans, E. A. van Steenwyk, Philadelphia; Edward Groner, New 
Orleans, and W. E. Franck, Alexandria, Va. There were 250 guests. 





NEW ORLEANS HOSPITAL 
SERVICE HAILS ANNIVERSARY 


Hospital Service Association of 
New Orleans celebrated its tenth 
anniversary on March 25, 1944, with 
the announcement of more than 
121,000 participants and a reserve 
in excess of $329,000, and prospects 
for greatly accelerated enrollment 
during the present year. 


The New Orleans Blue Cross 
plan was the fourth of the present 
approved plans to be established. 
It was the successor to a single hos- 
pital plan which had been estab- 
lished in 1932 by the Touro In- 
firmary, and during the autumn of 
1943 it absorbed the Flint-Good- 
ridge hospital plan, which had 
served the colored people. 


Eldon S. Lazarus, president, pre- 
sided at a dinner of 250 group and 
civic leaders and business execu- 
tives, during which Edward Groner, 
manager of the plan, was presented 
with a $100 War Bond, for special 
service which he had rendered to 
the Blue Cross plan of Texas dur- 
ing the past year. 

Speakers at the dinner were E. A. 
van Steenwyk, Philadelphia, who 
spoke on “Pioneering in the Blue 
Cross Movement,” and C. Rufus 
Rorem, Chicago, who discussed 
“The Nationwide Progress of Blue 
Cross Plans.” Other Blue Cross 
guests were Carl M. Metzger, Buf- 
falo; Walter R. McBee, Dallas; M. 
Haskins Coleman Jr., Richmond; 
T. B. Bennett, Baton Rouge; Ray 
F. McCarthy and E. F. Nester, St. 
Louis. 
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Analyze Charge 
Basis in 6,420 
Cases, 29 Plans 


An analysis of the “‘regular 
charges” for service to 6,420 Blue 
Cross patients of 29 plans in 18 
states during 1942 reveals some in- 
teresting averages which may prove 
useful as the basis for contrast and 
comparison with similar studies by 
individual plans or communities. 


The data were assembled and 
tabulated by Allen B. Thompson, 
vice president and actuary of Asso- 
ciated Hospital Service of New 
York, and represented large and 
small plans which serve urban and 
rural populations. Maternity cases 
were excluded from the data. 


The tables confirmed the general 
fact that most hospital stays are of 
short duration. The average for the 
6,420 cases was 8.2 days, with the 
following percentages within cer- 
tain limits: 


Per cent of 

Length of Stay Total Cases 
Pee on tent... 56.19 
10 days or less.................... 69.25 
14 days or less.................... 83.79 
21 days or less...................! 96.31 
30 days or less.................... 98.79 


The composition of the total bill 
varied greatly among the various 
plans furnishing data, but the 
averages for all the hospital bills 
revealed the following percentages: 


Per cent Per cent of 





of Total Cases Charged 
Type of Service Charges for Service 
Room and Board.... 64.7 100.0 
Operating Room.... 10.7 62.8 
Anaesthesia .......... 3.3 28.6 
Laboratory ............ 8.6 85.5 
_ . eT 6.3 23.4 
SE 3.7 49.4 
Dressings .............. 0.9 16.1 
Electrocardiogram.. 0.2 1.4 
Basal-Metabolism... 0.2 1.8 
Physio-Therapy .... 0.4 7 
Oxygen-Therapy .._ 0.3 1.4 
Radium-Therapy .. 0.1 0.2 
Other Services ...... 0.6 3.7 
TE vciemsniernnvanced 100.0 XXXX 


The foregoing percentages apply 
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to the regular charges for services 
rendered to Blue Cross patients, re- 
gardless of the services included in 
the Blue Cross contracts and re- 
gardless of how, or in what 
amounts, the hospitals were reim- 
bursed for the services. 


One purpose of the study was to 
predict the financial effects of the 
addition of certain services to the 
benefits of Blue Cross contracts. 
The general data indicate that, re- 
gardless of the method or rate of 
payment, many of the special serv- 
ices—although individually expen- 
sive to a patient—are a negligible 
source of total hospital revenue. 
The total amounts of the charges 
are influenced by the price levels of 
each community and the scope of 
the Blue Cross protection. 





DISCUSS JOINT MEDICAL 
CARE ‘PACKAGE’ PROGRAM 
At present, 12 Blue Cross plans 
have joint administrative arrange- 
ments with medically sponsored 
programs for physicians’ or sur- 
geons’ service. Discussion of addi- 
tional medical care programs under 
similar arrangement are under way 
in other communities. 


At the meeting of Blue Cross 
plans in March, relationship with 
commercial carriers for medical or 
surgical protection was discussed, 
particularly the various ‘“‘package 
plans” by which concurrent enroll- 
ment is going forward for commer- 
cial surgical indemnity and non- 
profit Blue Cross hospital protec- 
tion. This type of coéperation has 
proved practical in a number of 
communities, particularly where 
nonprofit medically sponsored sur- 
gical protection is not available. 

Although coéperation with com- 
mercial carriers was recognized as 
appropriate in many instances, the 
commission took official action fa- 
voring the furnishing of hospital 
and medical service on a nonprofit 
basis and stated that it did not be- 
lieve it was “in the public interest 
for a Blue Cross plan to serve as 
agent for a commercial organiza- 
tion for the indemnification of hos- 
pital or medical expenses. 

The inter-relations of prepaid 
medical and surgical service with 
Blue Cross plans led the Hospital 
Service Plan Commission to take 
formal action at its regular March 






meeting to “collect factual data re- 
garding medical service plans and 
to make these data available to any 
Blue Cross plan or medical society 
group.” 

The action came as the recommen- 
dation of the medical relations 
committee of the commission, which 
includes J. C. Ketchum, executive 
vice president of Michigan Medical 
Service and chairman of the Med- 
ical Service Plans Council of 
America. 

It is intended that the statistical 
facts with respect to enrollment will 
be collected at least quarterly, and 
that descriptive material as to form 
or organization, administrative pro- 
cedures and enrollment policies 
will be available for distribution to 
interested groups. 





NEW CONNECTICUT HOSPITAL 
SERVICE JOINS 2 PLANS 

Connecticut Hospital Service, 
Inc., with headquarters in New 
Haven, has recently been estab- 
lished as the legal successor of two 
approved plans: the Connecticut 
Plan for Hospital Care, New Ha- 
ven, and the Hospital Service Plan, 
Norwalk. 

The two plans, with a combined 
enrollment of more than 400,000 
persons, will offer an extended pro- 
gram of hospital benefits. The 
board of directors will include 12 
trustees of member hospitals; three 
will be appointed by the state hos- 
pital association, and three by the 
state medical society. The remain- 
der of the board, at least 12, will 
be elected by the corporation. 

The enrollment area for the new 
organization will include Bridge- 
port and surrounding communities 
which previously have not been 
served by Blue Cross. 


oo 





REPORTS HIGH PERCENTAGE 
OF MEMBER ADMISSIONS 
Thirteen Blue Cross members in 
20 admissions, between the hours of 
2:30 and 10:50 p.m. were reported 
by Edgar C. Hayhow, secretary of 
Paterson (N. J.) General Hospital. 
Ten were subscribers of the Hospi- 
tal Service Plan of New Jersey; two 
of Associated Hospital Service of 
New York, and one of Associated 
Hospital Service of Philadelphia. 
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FOOD QUOTA SHIFT 
Less Meat, More Butter Released 


Awe OF 4,485,200,000 pounds 
of meat will be allocated to 
civilians during the second quarter 
of 1944, the War Food Administra- 
tion announced recently. This rep- 
resents a reduction of more than 
600,000,000 pounds, compared with 
the total allocated during the first 
three months of this year. 


The allocation of 432,000,000 
pounds of butter for the second 
quarter represents an increase Over 
the amount civilians received dur- 
ing the first three months, which 
partially offsets the reduced alloca- 
tion of meats. 

For the first time since Septem- 
mer, 1943, the government has re- 
sumed butter purchases. Manufac- 
turers are now required to set aside 
for war use 10 per cent of their 
April butter production. 


WEA has suspended restrictions 
on the use of glycerin for civilian 
needs during April, May, and June. 
The increased fat production, due 
to the congestion of the hog market 
early this year, was cited as the rea- 
son for this action. 


While the total food supply for 
the spring and summer months is 
expected to top 1943 totals, farmers 
will have plenty of difficulties be- 
fore their crops are delivered to 
markets. At best, not more than 
two-thirds of the worn out truck 
tires can be replaced, and that is 
but one of the farmer's problems. 
Containers of all kinds are extreme- 
ly scarce, there is but little ice to 
preserve food in transit, and trans- 
portation facilities cannot be count- 
ed upon so long as the military 
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needs them to move precious war 
materials. 

However more enriched food and 
pharmaceutical preparations will 
be available as a result of synthetic 
vitamin allocations. Slightly more 
than five out of every 10 pounds of 
synthetic vitamins allocated to civil- 
ians will enrich food, mainly bread, 
while the remainder will go into 
pharmaceutical preparations. Syn- 
thetic vitamins include ascorbic 
acid (vitamin C), thiamine (vita- 
min B1), riboflavin (vitamin Re), 
niacin (nicotinamide and nicotinic 
acid). Allocations are for the calen- 
dar year. 


HOSPITAL TRANSFER 

As a result of recent conferences 
between Brig. Gen. Frank T. Hines, 
director of the Veterans Adminis- 
tration, and Lt. Gen. Brehon B. 
Somervell, commanding general of 
the Army Service Forces, the War 
Department is planning to turn 
over to the Veterans Administration 
certain Army camp hospitals vacated 
by troops sent overseas. These fa- 
cilities will be used to care for 
wounded and disabled veterans of 
the present war, and will do away 
with the interim between the date a 
sick or wounded soldier is dis- 
charged from the Army, and the 
date the Veterans Administration 
assumes responsibility. 


JOBS FOR VETERANS 

The Director of the Wartime 
Service Bureau recently conferred 
with the chief of the Veterans’ Em- 
ployment Service of WMC in Wash- 
ington, pointing out the job oppor- 


WARTIME SERVICE BUREAU, 1705 K. Street, N. W., Washington, D. C. 


American Hospital Association 


tunities in hospitals for veterans. 
As ‘a result of this conference, the 
January-February issue of the Vet- 
erans’ Employment Service News 
Letter, sent to all USES offices, con- 
tained the following paragraphs: 

“We have recently been informed 
by the director of the Wartime Serv- 
ice Bureau of the American Hospi- 
tal Association that currently there 
are numerous opportunities for vet- 
erans to secure employment in hos- 
pitals throughout the country. In 
the preface to its publication ‘Job 
Specifications for a Hospital Organ- 
ization,’ the Association’s Commit- 
tee on Personnel Relations points 
out that the greatly increased de- 
mand for hospitalization, coupled 
with significant advances in the sci- 
ence of medicine, have resulted in 
the addition to the modern hospital 
organization of an increasing num- 
ber of new occupations and a great- 
er degree of labor specialization. 

“The range of employment op- 
portunities available in hospitals is 
wide, covering as it does occupa- 
tions from clerk to administra- 
tor, and including administrative, 
clerical, and stenographic, dietary, 
informational, laboratory, laundry, 
maintenance, medical records and 
social service, nursing education 
and service, occupational therapy, 
personnel, pharmacy, physical ther- 
apy, power plant, public relations, 
purchasing and stores, radiology, 
and such miscellaneous occupations 
as ambulance driver, brace-maker, 
dental hygienist, and printer. 

“May we therefore suggest that 
each veterans’ employment repre- 
sentative take the proper steps to 
assure that veterans interviewed in 
hospitals prior to discharge, and 
others who call upon local employ- 
ment offices for assistance, are in- 
formed of the American Hospital 
Association’s interest in and need 
for veterans as employees in numer- 
ous capacities.” 

Under a recent agreement, Selec- 
tive Service will supervise the vet- 
eran’s re-employment in his old job, 
but the War Manpower Commis- 
sion will take over if the ex-service 
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man wishes to seek new employ- 
ment. 


OBLIGATIONS 

Under “Reporting from Wash- 
ington,” April issue of HospIraLs, 
Section 8B of the Selective Train- 
ing and Service Act of 1940, which 
deals with re-employment rights of 
veterans, was reported in some de- 
tail. The draft law was conceived 
as a statement of postwar policy, 
and it was generally assumed that 
a court, meeting in peacetime, 
would decide whether Section 8B 
was pious sentiment or had the 
force of law. But for well over 
1,000,000 men, the war is over. 


Discharged from the ranks, to 
them and to their former employ- 
ers, the legal standing of Section 8B 
is of immediate concern. Former 
employers can be required to pay 
wages to a war veteran returning to 
their employ for the period between 
the time he asked to be reinstated 
and the time he gets his job back. 

The meeting of the Council on 
Government Relations held in 
Washington on March g1 proved 
to be a lively session, with members 
leaving the meeting during the 
morning and afternoon sessions to 
confer with War Production Board 
Chairman Donald M. Nelson, sec- 
retary of agriculture Claude R. 
Wickard, and John B. Ewing, chair- 
man of the War Manpower Com- 
mission’s Subcommittee on Essen- 
tial Activities. 

The problems of hospitals were 
discussed at each conference. Dis- 
tribution of surplus food items, sur- 
plus commodities, and rationing of 
ice cream were discussed with Sec- 
retary Wickard by Dr. Claude W. 
Munger, chairman of the Council 
on Government Relations; Dr. 
Charles F. Wilinsky, consultant to 
the council, and George Bugbee, 
executive secretary. 

At the WMC meeting, classifica- 
tion of essential workers, employee 
priority ratings, employment of 
4-F’s, and other manpower prob- 
lems were discussed. (For the meet- 
ing with Mr. Nelson, see Purchas- 
ing Section this issue.) 


QUINIDINE 

The serious shortage of quinidine 
has brought an appeal from Lewis 
H. Weed, chairman of the Division 
of Medical Sciences of the National 
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Research Council for the strictest 
conservation of present stocks of 
this drug. 

Mr. Weed urges hospitals to im- 
pose limitations of the use of quini- 
dine in those cases where substitu- 
tion cannot be made effectively. He 
warned further that unless drastic 
steps are taken in addition to those 
conservation measures already ap- 
plied, the present supply of quin- 
idine will be completely exhausted 
within the next few months. 


WAGNER BILL 

The Wagner-Murray-Dingell Bill 
came up for new discussion in 
Washington on April 7 when four 
speakers participated in a forum 
on “National Health Insurance.” 
Speakers were Senator James E. 
Murray of Montana, co-author of 
the bill; Dr. Joseph W. Mountain, 
assistant surgeon general of the 
U. S. Public Health Service; Dr. 
Harvey B. Stone of the Council on 
Education and Hospitals of the 
American Medical Association, and 
Robert Lamb, legislative represen- 
tative of the United Steelworkers of 
America (CIO). 

Senator Murray pointed to his 
bill as one of the most important 
postwar measures before the Sen- 
ate at this time and said he believed 
the legislation should be enacted by 
Congress before the end of hostili- 
ties. He said he had been assured 
by Chairmen of both the Senate 


‘Finance Committee and the House 


Ways and Means Committee that 
hearings on the bill would be 
placed on the committee agendas at 
an early date. 

Dr. Stone said good medical care 
is available to everyone today, but 
he emphasized that it should not be 
forced on anyone. Current propos- 
als, he said, are based on the theory 
that federal control is necessary and 
that the health of the people is the 
responsibility of the government. 

Mr. Lamb presented figures which 
he said were obtained through a 
recent survey conducted by his 
union. Based on 589 complete ans- 
wers, he said they showed that 5 


‘per cent of an average family in- 


come of $2,468 among steelworkers 
was being spent for medical care, 
and that 53 per cent of those sur- 
veyed said medical care was being 
postponed because they did not 
have the necessary funds or were 


paying off debts incurred through 
previous medical care. 

Congressmen in Washington have 
said recently that the tone of the 
mail they are receiving these days 
indicates to them that a new cam- 
paign, designed to urge early con- 
sideration of the Wagner-Murray- 
Dingell Bill is under way. 


ICE CREAM 

Some relief for individual hospi- 
tals from the limitations imposed 
by the ice cream order has been 
indicated by the Office of Distribu- 
tion of the War Food Administra- 
tion. 

Norman Gold, chief of the Civil- 
ian Food Requirements Branch, 
said he had discussed with Dr. W. 
Bruce Silcox, administrator of the 
ice cream order, the difficulties some 
hospitals are having in obtaining 
sufficient ice cream for their pa- 
tients. The administrator pointed 
out that where a hospital can dem- 
onstrate undue hardship to its pa- 
tients because of compliance with 
the restrictions, it may apply to the 
administrator for relief. 

The administrator will consider 
the merits of each case individually, 


and make whatever adjustments are 
necessary. Appeals should be ad- 
dressed to Dr. W. Bruce Silcox, Ad- 
ministrator, FDO 8, Room 3753 
South Agriculture Building, Wash- 
ington, D. C. 


LEGISLATION 

The following bills were present- 
ed for consideration of the Council 
on Government Relations at its 
meeting in Washington on March 


S1¢ 

S. 1744, providing for more efficient 
utilization, production, and distribu- 
tion of margarine. Attorneys for the 
margarine interests suggested that the 
American Hospital Association be rep- 
resented at the hearings. It was the 
consensus that when the hearings are 
held, hospitals should be represented. 

S. 1509 (Thomas Bill) providing for 
education and training of armed forces 
and merchant marine after discharge. 
It had been suggested that the bill be 
amended to provide for educational 
facilities in hospitals for training pro- 
grams. It was the sense of the council 
that hospitals are not in position to 
offer such educational facilities .and 
therefore did not favor such action. 

H.R. 4346, deficiency appropriation 
bill. It was reported that this bill 
passed both branches of Congress and 
was signed by the President. In com- 
mittee, the original request of the Fed- 
eral Works Agency for a $150,000,000 
appropriation for Lanham Act funds 
was cut to $112,500,000. 
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GREATER SAFETY — 
EXTRA CONVENIENCE 


CUTTER LABORATORIES 
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BERKELEY 


ANOTHER ADVANTAGE OF 


CUTTER 
SAFTIFLASKS 


No doubt you’re well aware of the safety 
insurance you get with Cutter Solutions in 
Saftiflasks— extra safety that marks every 
step of their production in one of America’s 
oldest biological laboratories! 

But remember, too—extra advantages such 
as the narrow neck, permitting use of a soft 
rubber stopper! Soft rubber to make it easier 
than ever to plug in the injection tubing! So 
easy, that even your newest student nurse will 
be hard put to find a way to do it wrong. 

It’s just one of the many advantages of 
Cutter Saftiflasks, all developed for the added 
convenience of you and your staff. 


* CHICAGO + NEW YORK 



































PENICILLIN FOR CIVILIANS READY SOON; 

















PLAN DISTRIBUTION THROUGH HOSPITALS 


WASHINGTON (From the Wartime 
Service Bureau)—Penicillin plans 
are g5 per cent cent complete and 
no further expansion in program is 
planned by the government at this 
time. Heavy production of penicil- 
lin in new plants, now nearing Ca- 
pacity operation, will permit rela- 
tively free distribution of the drug 
to civilians soon. 

The War Production Board is 
now setting up machinery for civil- 
ian distribution of penicillin and 
the appointment of an administra- 
tor to supervise this project is ex- 
pected momentarily. 

It is expected that the new pen- 
icillin administrator will make the 
drug available to hospitals, which 
will serve as distribution points 
where doctors can receive supplies. 

Successful operations in the new 
plants are now swiftly building up 
safe reserve for military and other 
government requirements. 

(See page 62 this issue for article 


on control of penicillin in the hos- 
pital.) ne 


Red Cross Aides on Leave 
In Civilian Work for Army 


When the Volunteer Nurse’s Aide 
Corps was formed by the American 
Red Cross, there was little thought 
that these women would see duty 
with the armed services. This has 
nevertheless come about and several 
hundred are now civilian employees 
of the Army. 

First, according to Mrs. Walter 
Lippman, national director of the 
corps, civilian hospitals asked _per- 
mission to employ the Red Cross 
aides. Changes in regulations were 
announced last February 11, grant- 
ing leaves of absence for this pur- 
pose, providing those released wore 
neither their uniforms nor pins. 

Meantime, Surgeon General Kirk 
had asked whether Red Cross aides 
were available to the Army; so the 
aides have been made available, 
and in order to avoid delay, are per- 
mitted to wear their Red Cross uni- 
forms without the insignia. 

The comparatively few needed by 
the Army can be spared, without 
depleting the ranks of volunteers, 
according to Mrs. Lippman, since 
162,000 have enrolled in the last 
two and a half years and 126,000 
have completed their training. 
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Personnel Institute 


The American Hospital As- 
sociation’s first institute on 
hospital personnel manage- 
ment will be conducted in the 
Sterling Divinity School of 
Yale University from June 26 
to go inclusive. Registration 
fee is $50 to cover room, 
meals and tuition. Applica- 
tions should be sent to Miss 
Dorothy A. Hehmann, secre- 
tary of the Institute on Hos- 
pital Personnel Management, 
New Haven Hospital, New 
Haven, Conn. 











Policies Revised by 
Children’s Bureau 


Beginning July 1, a set of revised 
policies will be in effect governing 
reimbursement for hospital service 
under the Children’s Bureau pro- 
gram for maternal and child health 
and crippled children. This in- 
cludes emergency maternity and in- 
fant care. 

A memorandum addressed to ex- 
ecutive officers of state agencies 
administering these programs was 
issued April 15 by the Children’s 
Bureau. 

No longer is “ward care” the cri- 
terion. Instead, the patients are to 
be provided for “in rooms of two 
or more beds, but when medically 
indicated or when no other accom- 
modations are available, in rooms 
with one bed.” 

A formula has been worked out 
to graduate reimbursement for in- 
patient service in rooms with two 
or more beds according to the per- 


centage of ward patient days to all 


patient days. Other changes have to 
do with the costs of maintaining 
student nurses, members of relig- 


‘ious orders and chaplains; with the 
‘costs of nursing education and with 


simplification of filing routine for 
small hospitals. - 


Only hospitals that have filed fi- 


nancial statements on a new form 


before July 1 will be eligible for 
reimbursement after that date. 
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Name Committee on 
Integrating Medical 
And Hospital Service 


An association committee to work 
with the California Medical Asso- 
ciation in developing an integrated 
hospital and medical care program , 
for the state, was created by the As- 
sociation of California Hospitals at 
the tenth annual meeting, April 13 
and 14, in Santa Barbara. 

The conference dealt with varied 
medical problems created by the 
war, control of tuberculosis in gen- 
eral hospitals, food rationing, per- 
sonnel, recruitment of cadet nurses, 
use of penicillin in the hospitals, 
and a review of the Kenny treat- 
ment used in the California area 
last fall. 

Ralph Walker, executive director 
of Hospital Service of Southern 
California, spoke on “Public Rela- 
tions” stressing the present interest 
in distribution of health and hos- 
pital care. Dr. E. Vincent Askey, 
speaker of the House of Delegates 
of the California Medical Associa- 
tion, urged aggressive action on the 
problems of hospital and medical 
service plans in the state. The pro- 
gram of the American Hospital As- 
sociation was covered by George 
Bugbee, executive secretary. 

Ritz E. Heerman, chairman of 
the council on legislation, discussed 
recent California legislation; How- 
ard Burrell of the state association 
council spoke on hospitals and legis- 
lation; and Dr. Dwight H. Murray, 
chairman of the legislative commit- 
tee of the California Medical Asso- 
ciation, talked on legislative trends. 

The following officers were elect- 
ed at the business meeting: 

PRESIDENT, A. A. Aita, superintend- 
ent, San Antonio Community Hospital, 
Upland; PrREsIDENT ELeEct, Charles A. 
Wordell, manager, Children’s Hospi- 
tal, San Francisco; VIcE PRESIDENTS, 
D. L. Braskamp, superintendent, Al- 
hambra Hospital and Monsignor 
Thomas J. O’Dwyer; TREASURER, W. 
L. Krell, administrator, Mills Me- 
morial Hospital, San Mateo. 

TRUSTEES are: Ritz E. Heerman, 
superintendent, California Hospital, 
Los Angeles and V. W. Olney, super- 
intendent, St. Francis Hospital, San 
Francisco; DELEGATES to the House of 
Delegates of the American Hospital 
Association, A. C. Jensen, superin- 
tendent, Fairmont Hospital of Ala- 
meda County, San Leandro and A. A. 
Aita; ALTERNATES, Dr. Anthony J. 
J. Rourke, physician superintendent, 
Stanford University Hospitals, San 
Francisco and D. L. Braskamp. 
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SIMPLE 
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The safety and simplicity 
of the equipment used for 
resuscitation and inhalation 
are highly important fac- 
tors in securing the proper 
results. The prime immedi- 
ate need is to get oxygen 
into the lungs and to remove 
inert nitrogen. Sufficient 
pulmonary ventilation must 
be secured to prevent the 
accumulation of carbon 
dioxid. 


No one type of apparatus 
can be used effectively for 
both adult and neonatorum 
asphyxia. Therefore, Heid- 
brink Resuscitators are of 
two types—one for use on 


new-born and very small 


infants; the other for older 
children and adults. Both 
types are simple, safe and 
readily understandable. 


Write for literature that 
gives complete information 
on Heidbrink Resuscitator 
Models 51A and 20A. 


<4 MODEL 51A HEIDBRINK 
ADULT RESUSCITATOR 


BASSINET MODEL NO. 20A => 
FOR INFANTS 


1. The positive pressure is readily 
adjustable by the operator. Pressures 
range from 5 to 25 mm. Hg. 


2. Pressures are manually controlled 
and may be maintained until the rising 
chest wall gives positive indication that 
the oxygen has reached the lungs. The 
frequency and duration of inflations can 
be varied to meet changing conditions. 




















3. Simple, trouble-free operation. A 
single instant adjustment ‘‘sets’’ the 
apparatus to deliver any predetermined 
pressure. Simple thumb pressure on a 
lever at the inhaler admits the oxygen to 
the respiratory system. 


4. Oxygen Inhalation. Oxygen for 
breathing purposes in concentrations 
up to 100% instantly available. 


5. Aspirator is electrically operated 
and built into apparatus. 


a PRINCIPAL cities 








Governor McGrath 
To Discuss State 


Hospital Insurance 


Principal speaker at the fifteenth 
annual Tri-State Hospital Assem- 
bly—May 10 through 12, at the 
Palmer House, Chicago—will be 
Governor J. Howard McGrath, of 
Rhode Island, who will discuss his 
state’s proposed hospital insurance 

lan. 

“Dr. Malcolm T. MacEachern, as- 
sociate director. of the American 
College of Surgeons, will preside as 
chairman of the assembly, which 
will have as its keynote “From War- 
fare to Welfare,” and as main 
themes of its three general assem- 
blies the following: “Serving the 
Patient and Community in War- 
time,” “New Trends in Personnel 
Management in Hospitals,” and 
“Wartime Problems in Procuring 
Food and Other Hospital Supplies.” 

In addition to the three general 
assemblies, there will be luncheon 
meetings of the different groups, 
sectional conferences, two hours of 
consultation service, an “informa- 
tion, please” session, two panel 
round table conferences (the first 
on Thursday. morning with Dr. 
Roger W. DeBusk, executive direc- 
tor of Evanston Hospital Service, 
acting as co-ordinator, and another 
on Friday morning with Russell 
Clark, Director of the Wartime 
Service Bureau of the American 
Hospital Association, as co-ordi- 
nator) and two evening meetings. 

The first of the evening sessions 
will consist of a general forum for 
all groups and sections, and the sec- 
ond will be a dinner meeting at 
which the main address will be de- 
livered. At the latter meeting Frank 
J. Walter, President of the Ameri- 
can Hospital Association, will out- 
line briefly future Association polli- 
cies. 

Assembly speakers and their sub- 
jects will include: 


War and War Rehabilitation Pro- 
grams Involving Hospitalization — 
Dean A. Clark, M.D., chief medical 
officer, Office of Vocational Rehabili- 
tation, Washington. 

Emergency Maternity and Infant 
Care Program—Edwin F. Daily, M.D., 
director, Division of Health Services, 
Children’s Bureau, Washington. 

The Place of the Hospital in Public 
Health and Community Welfare Pro- 
grams—Lieut. Col. Basil C. MacLean, 
M.C., Office of the Surgeon General, 
U. S. Army, Washington. 

Implications of Compulsory Health 
Insurance to Hospitalsk—E. A. van 
Steenwyk, executive director, Asso- 
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In New Position 


C. E. Copeland, recently elected 
superintendent of Missouri Hospi- 
tal, St. Louis, brings eight years of 
experience in the hospital admin- 
istrative field to his new duties. 

Since 1936 he has been connected 
with the Missouri Baptist Hospital, 
first as financial secretary and later 
as director of public relations. 





ciated Hospital Service of Philadel- 
phia, Philadelphia. 

U. S. Cadet Nurse Corps—Lucille 
Petry, R.N., director, Division of 
Nurse Education, U. S. Public Health 
Service, Washington. 

Procurement and Assignment Pro- 
grams as They Affect Hospital In- 
terns and Residents; the 9-9-9 Plan 
—Robin C. Buerki, M.D., dean, Grad- 
uate School of Medicine, University 
of Pennsylvania, Philadelphia. 


Nurses—L. Louise Baker, assistant 
executive officer, Nursing Division, 
War Manpower Commission, Wash- 
ington. 

What Hospitals May Learn From In- 
dustry About Personnel Management 
—William R. Spriegel, Ph.D., chair- 
man, Department of Management, 
Northwestern University, Evanston. 

The Administrator’s Viewpoint on 
Personnel Problems in Wartime— 
Robert E. Neff, administrator, Uni- 
versity Hospital, Iowa City. 

Emergency Regulations for Im- 
provement and Stabilization of Work- 
ers—Dean William H. Spencer, re- 
gional director, War Manpower Com- 
mission, Chicago. 

Minimizing Personnel Shortages 
Through Proper Training—John Mac- 
Ritchie, administrator, Hillsdale Com- 
munity Health Center, Hillsdale, 
Michigan. 

Relation of the War Food Adminis- 
tration to Hospitals—Lee Marshall, 
director, Food Distribution, War 
Food Administration, Washington. 





Hospital Viewpoints on Food Re- 
strictions and Rationing Problems— 
Mable MacLachlan, director, Depart- 
ment of Dietetics and Housekeeping, 
University Hospital, Ann Arbor. 

Relation of War Production Board 
to Hospitals—William S. Brines, chief, 
hospital section, Government Division, 
War Production Board, Washington. 

Food Surpluses, Supplies and 
Equipment Released by the Army— 
Elmer H. Noelting, president, Hospi- 
tal Industries Association, Evansville. 


Albert G. Hahn, administra- 
tor, Protestant Deaconess Hospital, 
Evansville, Indiana, executive sec- 
retary of the assembly, can provide 
copies of the preliminary programs. 
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C. E. Winslow Is New Editor 
of Public Health Journal 


The appointment of Prof. C. E. 
A. Winslow as editor of the Amer- 
ican Journal of Public Health, suc- 
ceeding Harry Stoll Mustard, M.D., 
has been announced by the Amer- 
ican Public Health Association. 

Professor Winslow is the Anna 
M. R. Lauder professor of public 
health at Yale University. He has 
served with the American Public 
Health Association as chairman of 
its committee on administrative 
practice for 15 years and as chair- 
man of the committee on the hy- 
giene of housing since its establish- 
ment seven years ago. 

He was elected president of the 
association in 1926, and in 1942 re- 
ceived a certificate for 40 years of 
continuous membership and the 
Sedgwick Memorial Medal for dis- 
tinguished service to public health. 

He is well known among heating 
and ventilating engineers, bacteri- 
ologists, housing experts and pub- 
lic health workers. He has written 
articles, pamphlets and books. 





EMIC Applications Soar 
As Program Marks Anniversary 


Applications for care under the 
program for emergency maternity 
and infant care are increasing rap- 
idly, according to Katherine F. Len- 
root, chief of the Children’s Bureau 
of the Department of Labor, with 
36,000 applications approved in 
February. 

March 19 was the first anniver- 
sary of the program and already a 
quarter of a million wives and ba- 
bies of servicemen have been cared 
for under the plan. 
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WILL ROSS 


BEDSIDE CABINET 


with Adjustable Tray Attachment 
AVY AITILABL E 


SIZE just right: 34” high, with 16’ x 20” alcohol- and water-proof composition top. CONSTRUC- 
TION: Solid Northern Hard Birch posts and rails; Northern Hard Birch Plywood door and drawer 
front and end panels. Full box drawer construction, center-guided, easy-sliding. TRAY ATTACH- 
MENT: Vertically adjustable from 34” to 51” above floor, providing 17” extension capacity. 
Composition-top tray 15” x 22”. FEATURES: Cabinet has ventilated bed-pan compartment with 
shelf. Easily operated overbed tray folds at side, out of the way, when not in use. Counter-balanc- 
ing weights in opposite side of cabinet assure steadiness and balance when tray is in use. Metal 
gliders for easy, silent floor movement. SHIPPING WEIGHT: 70 pounds. When ordering, be sure to 
specify whether adjustable tray is to be attached to left side (as illustrated) or right side of cabinet. 


*% % a 


Although these once-popular stands have not been avail- 
able for several years, Will Ross can again supply them. 
In keeping with a policy of ever-vigilant alertness both as 
to production sources and hospital needs, Will Ross would 
logically be among the first to meet your requirements for 
specialized merchandise, designed for hospital service. 


“ASK WILL ROSS” 


3100 WEST CENTER STREET «. Wiluaukhee 10, Wisconsin 
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NURSE TRAINING CAPACITY ENLARGED 


BY NEW LANHAM 


With passage of an extra ap- 
propriation bill, containing $16,- 
000,000 of Lanham Act funds for 
the Federal Works Agency, 53 hos- 
pital and health projects which had 
been held up may now go forward. 

These 53 ‘projects represent a 
total cost of $5,040,556, of which 
$3,105,859 is to be spent on nurse 
training facilities and homes. The 


ACT APPROPRIATION 


be accommodated is 1,722. Hospital 
and health center facilities will cost 
$1,934,697 and add 518 beds. 

This represents a considerable 
cutback from the original plans of 
FWA, which had sought $150,000,- 
ooo. The total granted for all FWA 
projects was $112,500,000. 

The accompanying tabulation is 
a report on the 53 projects related 


number of student nurses thus to to nurse training and hospitals. 





Nurses’ homes and training facilities, including number of 
students accommodated 


Anniston (Ala.) General—grant $97,500 of $150,000—75. 

St. Vincent’s, Little Rock, Ark.—grant $22,670 of $45,340—32. 

St. Joseph, Orange, Calif—grant $70,500 of $90,500—72. 

St. Joseph’s, Alton, Ill—grant $128,212 of $160,265—44. 

Silver Cross, Joliet, Ill—grant $110,115 of $160,115—56. 

Michael Reese, Chicago—grant $140,183 of $282,183—80. 

St. Joseph’s, Chicago—grant $80,295 of $180,295—72. 

State Board of Education, Iowa City—grant $120,000 of $200,000—118. 
Central Maine General, Lewiston—grant $43,373 of $75,040—45. 

Beverly, Mass., Hospital Corporation—grant $21,900 of $43,800—14. 

Sisters of Ch. of St. Mary’s, Saginaw, Mich.—grant $92,070 of $192,070—34. 
Baptist Hospital Fund, St. Paul—grant $33,600, loan $11,000 of $56,000—35. 
Baptist Hospital Fund, St. Paul—grant $60,900, loan $30,000 of $101,500—30. 
Minneapolis General—grant $166,200 of $277,000—154. 

Immanuel Deaconess Institute, Omaha, Neb.—grant $40,800 of $68,000—26. 
N. C. Baptist Hospital, Inc., Winston-Salem—grant $63,000 of $126,000—72. 
High Point (N. C.) Memorial Hospital, Inc.—estimated cost $10,450—5. 
Presentation Sisters, Sioux Falls, S. D.—grant $67,200 of $96,000—50. 

City of Corpus Christi and Nueces Co.—grant $35,630 of $101,800—50. 
Winchester Mem. Hosp., Inc., Winchester, Va.—estimated cost $9,000. 
Wagner Mem. Lutheran College, Staten Island, N. Y.—estimated cost $4,500. 


Nurses’ homes, including number of students accommodated 


Sonoma County, Santa Rosa, Calif—grant $108,000 of $138,000—65. 

County of Alameda, Oakland, Calif—grant $17,500 of $25,000—35. 

Hosp. of Good Samaritan, Los Angeles—srant $25,422 of $33,896—28. 

Blessing Hospital, Quincy, Ill.—grant $70,550 of $141,100—40. 

St. Luke’s Hospital, Chicago—grant $56,295 of $112,590—90. 

Iowa Lutheran Hospital, Des Moines—grant $4,900 of $5,000—8. 

Charity Ward Association, Baton Rouge, La.—estimated cost $4,100—18. 
Sisters of Charity of Waterville, Me.—estimated cost $29,900 Federal funds—25. 
Mississippi Baptist Hospital, Jackson, Miss.—grant $45,564 of $91,128—48. 
Mary Lanning Mem. Hosp. Assoc., Hastings, Neb.—grant $4,950 of $8,250—17. 
Good Shepherd Hosp., Inc., New Bern, N. C.—est. cost $40,300 Fed. const.—17. 
Shelby Hospital, Shelby, North Carolina—grant $17,800 of $20,800—17. 
Warren City Hospital, Warren, Ohio—grant $46,072 of $71,072—32. 

Jameson Memorial Hospital, New Castle, Pa.—grant $20,000 of $25,000—42. 
Suburban General Hospital, Bellevue, Pa.—est. cost $20,750 Federal funds. 

St. Jos. Hosp., Home & Academy, Mitchell, S. D—grant $79,800 of $114,000—32. 
Bollin Memorial, Green Bay, Wis.—grant $10,600 of $15,600—18. 

Housing authority of city of Augusta, Augusta, Ga.—grant $1,825 of $3,650—20. 
Boston Lying-in-Hospital, Boston, Mass.—estimated cost $3,400—96. 


Hospital facilities with number of beds added 


Tuskegee Institute, Tuskegee, Ala.—est. cost $330,000 Fed const.—5l. 

San Bernardino County, Calif.—est. cost $201,100 Fed. const.—40. 

Seaside Memorial Hospital of Long Beach, Calif.—estimated cost $93,500—100. 

Sis. of St. Fran.-Mt. Alv., Huntington Pk., Cal_—grant $400,000 of $600,000—100. 

State of Idaho through St. Dept. of Public Health, Boise—grant $33,972 of 
$37,972. Venereal disease. 

Peoples Comm. Hospital, Inc., Eloise, Mich.—grant $111,707 of $126,707—71. 

U. S. Pub. Health Service, St. Louis—est. cost $50,000—Fed. funds. Venereal 
disease. : 

Bd. of Regents of Univ. Okla., Oklahoma City—grant $73,000 of $123,000—80. 

Somerset Hospital, Somerville, New Jersey—grant $51,500 of $303,000—76. 


Health centers 


City of Long Beach, Long Beach, Calif—grant $10,568 of $25,568. 
Jackson County, Pascagoula, Miss.—estimated cost $35,250. 

City of Hugo, Hugo, Okla.—estimated cost $4,100. 

Galveston County, LeMarque, Texas—grant $4,000 of $5,500. 
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Association Asks 
Plan Reciprocity 


For Pennsylvania 


Members of the Hospital Asso- 
ciation of Pennsylvania, during 
their convention in Pittsburgh, 
April 12, 13 and 14, adopted a res- 
olution strongly recommending that 
each member hospital accept pa- 
tients who are subscribers in any 
of the six Blue Cross plans in Penn- 
sylvania. 

If maximum results are to come 
from the hundreds of millions of 
dollars that will go into postwar 
hospital building, this vast pro- 
gram will need both planning and 
control, Dr. V. M. Hoge, senior sur- 
geon in charge of the hospital facili- 
ties section, U. S. Public Health 
Service, warned in his paper on 
“Plans for Postwar Hospital Con- 
struction.” 

For such a planning job, he rec- 
ommended a committee in every 
state—having state agency status— 
representing the hospitals, the state 
department of health, the medical 
profession and the public; and one 
member shduld be a competent 
architect. 

In all probability, said Dr. Hoge, 
federal assistance will be available 
and needed if health facilities are 
properly distributed. This implies 
a federal-local relationship in ad- 
ministration of the building pro- 
gram. 

Then there should be, he said: 
A state agency to administer grants 
in aid and other federal programs 
concerned with hospitals, and to 
carry out the program of the state 
planning committee; also a state 
advisory council with representa- 
tion similar to that of the planning 
committee to assist the state agency. 

Raymond F. Hosford, superin- 
tendent of Bradford Hospital, fol- 
lowed Dr. Donald C. Smelzer as 
president, and the following officers 
were elected: 

PRESIDENT ELECT, Esther J. 
Tinsley, superintendent of Pittston 
Hospital; FIRST VICE PRESIDENT, 
Col. Louis Trimble, superintendent 
of Adrian Hospital, Punxsutawney; 
SECOND VICE PRESIDENT, Harry 
Benjamin, superintendent of Mount 
Sinai Hospital, Philadelphia; TREAS- 
URER, (re-elected), Elmer E. Mat- 
hews, administrator of Wilkes-Barre 
General Hospital; DELEGATES, 
Ethel B. Irwin, L. R. Robbins and 
John N. Hatfield; ALTERNATES, 
H. G. Fritz, William L. Wilson Jr., 
and Jane Boyd. 
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Are you 
administering 
VITAMIN 
DEFICIENCIES 
® » x 
by the liter? a 





























A. metabolism of dextrose is known 
to require B complex vitamins, the administration of unfortified dextrose 
solutions will necessarily draw upon the supply of these factors in the body, 
and may create an actual deficiency. For this reason, Beclysyl solutions 
include the approximate amount of thiamine needed for normal metabolism 
of the dextrose content. Each liter of Beclysyl contains thiamine hydro- 
chloride 3 mg., riboflavin 3 mg., and nicotinamide 25 mg. @ Beclysyl, 
like other Abbott liter solutions, is submitted to rigid tests and controls at 
all points in manufacture, to make certain that every bottle is sterile and free 
from pyrogens. A special Abbott Liter Container coated with a black lacquer pro- 
tects the riboflavin content from the action of light. Two readily removable strips of 
tape on the sides of the bottle allow the operator to determine the solution level 
during administration. @ Beclysyl is dispensed in the simple, safe, adaptable 
and convenient Abbott Venoclysis Equipment which your Abbott representative 
will be glad to demonstrate to you. For further details, write to 


Appotr Laporatories, NortH Cuicaco, ILLINots. 


Vhrce Beelysyl Solutions 


e 5% Dextrose in isotonic sodium chloride solution e 10% Dextrose in isotonic sodium chloride solution e 10% Dex- 
trose in chemically pure water e Each liter contains: Thiamine 3 mg., Riboflavin 3 mg., and Nicotinamide 25 mg. 





Abbott’s Thiamine, Riboflavin and Nicotinamide in Dextrose Solutions) 
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Quadruplets Bring 
Hospital a Problem 
In Public Relations 


When quadruplets are born, it is 
news. When they are born in a hos- 
pital, as were the Zarief quadru- 
plets in Sloan Hospital for Women, 
New York City, last March 29, 
there are likely to be special prob- 
lems for the administrative staff. 

“The event aroused considerable 
interest,” Superintendent John F. 
McCormack writes in answer to a 
request for a report on his experi- 
ences. 

“It involved dealings with the 
family, with the press, with the gen- 
eral public, and with representa- 
tives of business concerns seeking to 
associate their products with the 
quadruplets.” 

Among the inquirers was a small 
army of more than 75 reporters and 
photographers representing local 
newspapers, news services and news- 
reel companies. They came to take 
pictures of the babies and to inter- 
view Dr. Benjamin P. Watson, who 
attended the mother. 

“The validity of their mission 
was recognized,” says Mr. McCor- 
mack, “and full co6peration was 
given insofar as it did not jeopar- 
dize the health of the patients, or 
infringe on the rights of the par- 
ents, or depart from the dignity 
and circumspection which must be 
properly attended on all hospital 
procedures.” 

Dr. Watson received the press 
and answered questions freely. He 
declined to pose for pictures and, 
for medical reasons, would not per- 
mit his patients to be photographed. 

Before the mother and _ babies 
were in condition to be _ photo- 
graphed, the Zariefs had given ex- 
clusive rights to a single newspaper. 
Only one reporter and one photog- 
rapher remained at the hospital. 
Mr. McCormack nevertheless con- 
tinued to provide the press with 
daily bulletins on the patients con- 
dition. 

The visiting schedule thereafter 
was no problem. Only members of 
the immediate family called to see 
the patients. Those interested in 
the quadruplets for business rea- 
sons were put in touch with the 
parents and the hospital took no 
part in negotiations. 

A day after the Zarief quadru- 
plets were born at Sloane Hospital, 
the Bachant triplets, three girls, ar- 
rived. There were many inquiries 
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Bacon Library Display Visits Association Meetings 


This exhibit has been made up 
to show the services that the Bacon 
Library of the American Hospital 
Association is prepared to give to 
hospital personnel. It was first ex- 
hibited at the New England Hos- 
pital Assembly in Boston in March 
and then at the Southeastern Hos- 
pital Conference and Mid-West 
Hospital Association meeting in 
April. It is expected to go to the 
Tri-State Hospital Assembly and 
the War Conference of the Ameri- 


can Hospital Association in Octo- 
ber. 

A leaflet which has as its first 
page a reproduction of the exhibit 
and which describes in detail the 
resources of the Library is given to 
those attending the meetings. 

Shown here are Association Pres- 
ident Frank J. Walter, Librarian 
Helen Pruitt, Oliver G. Pratt, 
newly-elected assembly president, 
and Gerhard Hartman, superin- 
tendent of Newton Hospital, New- 
ton Lower Falls, Mass. 





from press and public, but no spe- 
cial problems developed. 

On request by the Treasury, Mrs. 
Zarief, Mrs. Bachant and their seven 
babies posed for newsreel and news- 
paper pictures to help launch the 
Buy-A-Bond-For-Baby campaign. 
The quadruplets were then 13 days 
old. 

“The hospital gave every assist- 
ance possible,” Mr. McCormack re- 
ports, “the mothers and infants 
being placed in a private room, 


_ where every precaution was taken 


to minimize risk and discomfort.” 





National Survey Seeks Data 
On Nurse Personnel Practice 


“Personnel Practices for General 
Staff Nurses” is the title of a report 





being prepared by the department 
of studies of the National League 
of Nursing Education under the 
sponsorship of the American Hos- 
pital Association, the American 
Nurses’ Association, and the 
League. 

From the American Medical As- 
sociation list of hospitals in all 
parts of the country a selected 
group of 2,000 have recently been 
sent a questionnaire on the work- 
ing conditions, housing, hours of 
duty, illness and vacations of the 
general staff nurses. 

This study is in addition to one 
which has already been made on 
the basis of material from the same 
hospitals regarding salaries of gen- 
eral staff nurses. 
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This is the | 
Connectacall 


Is U frermets H WUPISE to talk to each of her patients, and “listen in” to 
each room to detect any unusual sound or disturbance. It permits her to stay at her 
station and use orderlies or aides for routine errands @ “Connectacall” is not available 
now, because our wartime job is the manufacture of communications equipment for 
the armed forces @ We will gladly tell you more about the advantages of this and 
many other “Connecticut” communicating and signalling devices for hospitals. Within 
the limits of wartime propriety, we will tell you of the basic improvements to | 


\' 


be made possible by communications developments of the past several years. 
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CONNECTICUT TELEPHONE & ELECTRIC DIVISION 


Great American Industries « Meriden, Connecticut 
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NURSE RECRUITMENT MACHINERY READY 
FOR INTENSIVE WORK IN COMMUNITIES 


During many strenuous months, 
directors of the nurse recruitment 
program have had to divide their 
energies about equally between or- 
ganizing and administering this 
far-flung campaign. With the ar- 
rival of May they could look back 
on the worst of their assignment. 

There is to be no slackening of 
the pace, but with much paper and 
contact work out of the way, atten- 
tion can be turned to the actual 
mechanics of enrolling student 
nurses in the communities. 

Early in April, Dr. ‘Thomas Par- 
ran, surgeon general of the U. S. 
Public Health Service, received 
word from the 10 regional work- 
shop conferences that more workers 
are needed in the field. 

He has recommended that six or 
more salaried field workers under 
the National Nursing Council for 
War Service, be assigned to lend a 
hand wherever it is needed. This 
is being done. 

Few of the states have met their 
quota, and all are in need of money 
to finance local activities. A letter 
has gone to state and local leaders 
pointing out that they must have 
both a plan and a budget if they 
are to succeed in raising the funds 
they need. 

A well organized recruitment 
drive calls for an executive secre- 
tary, one fulltime nurse, a typist, a 
stenographer and a field worker; 
also money for rent, light, postage, 
telephone and telegraph, printing, 
supplies, expenses of a committee, 
of a speaker’s bureau and a public 
relations program. Each committee 
will provide office space and person- 
nel to fit local needs. 

While Congress has provided ad- 
ditional funds to finance work out 
of Washington, local expenses must 
be met locally. This money can be 
raised from among hospitals, train- 
ing schools, state war funds, and in- 
terested lay groups and individuals. 

Vice chairmen have been named 
in all 48 states. They are instructed 
to see that the recruitment program 
is presented to all state and local 
hospital meetings, to stimulate ac- 
tivity in the information service 
supplied by hospitals, to see that 
they have the necessary literature, 
and to check on results. 

A second letter to all administra- 
tors has gone from the office of 
Mildred Riese, nurse recruitment 
officer of the American Hospital 
Association. They were reminded 
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of the need for more and larger 
June classes, and were urged to tie 
nurse recruitment into National 
Hospital Day programs in their 
communities. 

Pledge applications for high 
school juniors and seniors were sent 
out late in April, as were informa- 
tion center signs and diagrammatic 
drawings. Concerning these, Miss 
Riese says: 

“While many institutions will 
not have information centers as 
such, they will designate someone to 
answer inquiries intelligently and 
enthusiastically. The diagrammatic 
drawings present the U. S. Cadet 





Nurse Corps program understand- 
ably to prospective students, their 
parents and the public. Both these 
and the signs should be posted con- 
spicuously.” 

Besides attending a meeting in 
Washington, Miss Riese has re- 
cently attended the Southeastern 
Hospital Conference in Atlanta and 
the Midwest Hospital Conference 
in Kansas City, Mo. 

One of the serious problems still 
unsolved is the shortage of nursing 
school faculty. There are now 221 
unfilled positions on record. Funds 
for financing post-graduate work at 
a university are unlimited. If each 
nursing school could release one 
person for such training this sum- 
mer, it is pointed out, the teacher 
shortage would be largely solved. 





ROSTER OF STATE COMMITTEE VICE CHAIRMEN 


Vice chairmen of the Nursing 
Council for War Service recruit- 
ment committees are: 


ALABAMA—Clyde _ Sibley, 
Hospital, Birmingham. 

Arizona—Charles Aston Jr., Tucson 
Medical Center, Tucson. 

ArRKANSAS—Helen Robinson, Uni- 
versity Hospital, Little Rock. 

CALIFORNIA — Alice Henninger, 
Huntington Memorial Hospital, Pasa- 
dena. 

Cotorapo—Dr. Herbert C. Black, 
Parkview Hospital, Pueblo. 

ConneEcTicut—Ada F. Creer, Wa- 
terbury Hospital, Waterbury. 

DELAWARE—C. A. Hume, The Dela- 
ware Hospital, Wilmington. 

District oF CoLumBiaA—Dr. John 
Orem, Sibley Hospital, Washington. 

FLtoripaA — Kathryn R. Gutwald, 
Martin County Hospital, Stuart. 

Grorcia—Jessie M. Candlish, Hen- 
rietta Egleston Hospital, Atlanta. 

IpaHo—George A. Collins, Idaho 
Falls L.D.S. Hospital, Idaho Falls. 

ILLINoIs—Leo M. Lyons, St Luke’s 
Hospital, Chicago. 

InpIANA—Olive M. Murphy, Bar- 
tholomew Hospital, Columbus. 

Iowa—Robert E. Neff, University 
Hospital, Iowa City. 

Kansas—H. J. Andres, Bethel Dea- 
coness Hospital, Newton. 

KENTUcKY—Mrs. Clara P. Withers, 
2438 Saratoga Drive, Louisville. 

LovuIsIaANA — Frank S. Groner, 
Southern Baptist Hospital, New Or- 
leans. 

Matne—Dr. Stephen S. Brown, 
Maine General Hospital, Portland. 

MaryLanp — Richard R. Griffith, 
West Baltimore General Hospital, Bal- 
timore. 

MassaAcHusEeTTs—Dr. W. Franklin 


Baptist 


Wood, McLean Hospital, Waverly. 


MicHicAN—Dr. John Law, Grace 
Hospital, Detroit. 

MiInnEsoTa—Dr. Thomas E. Broadie, 
Ancker Hospital, St. Paul. 

MissiIssippIi—Dr. John C. Henthorne, 
Vicksburg Hospital, Vicksburg. 

Missourt—Florence E. King, Jew- 
ish Hospital, St. Louis. 

Montana—Lucinda Hugos, Thorn- 
ton Hospital, Missoula. 











NesrASKA — Augusta Christianson, 
Mary Lanning Memorial Hospital, 
Hastings. 

Nevapa—Henry H. Wallace, Washoe 
County Hospital, Reno. 

New HampsuirE—Fred A. Sharp, 
Margaret Pillsbury General Hospital, 
Concord. 

New JeErsEY—Eleanor Hamilton, 
Newark Presbyterian Hospital, New- 
ark. 

New Mexico—Frank C. Gabriel, 
Southwestern Presbyterian Sanitari- 
um, Albuquerque. 

New YorkK—Miriam Curtis, Syra- 
cuse Memorial Hospital, Syracuse. 

NortH CarRoLina—E. T. McKeithen, 
Moore County Hospital, Pinehurst. 

North Daxota—Mother Superior 
Margaret Frances, St. John’s Hospital, 
Fargo. 

Oxnto—Worth Howard, City Hospi- 
tal, Akron. 

OKLAHOMA—J. O. Bush, Valley 
View Hospital, Ada. 

OrEGON—Ralf Couch, University of 
Oregon Medical School Hospitals and 
Clinics, Portland. 

PENNSYLVANIA—Esther J. Tinsley, 
Pittston Hospital, Pittston. 

RuHopE IsLanp—Carl A. Lindblad, 
Homeopathic Hospital of Rhode Island, 
Providence. 

SoutH CaAROLINA—J. B. Norman, 
Greenville General Hospital, Green- 
ville. 

South DaKxota—Sister M. Agatha, 
St. Mary’s Hospital, Pierre. 

TENNESSEE—Tom Haynes, Knox- 
ville General Hospital, Knoxville. 

Texas—Mrs. Josie M. Roberts, 
Methodist Hospital, Houston. 

UtaH—Mrs. Olive V. Wardrop, St. 
Marks Hospital, Salt Lake City. 

VERMONT—Laurence C. Campbell, 
Barre City Hospital, Barre. 

Vireinra—Dr. Arthur Perkins, Riv- 
erside Hospital, Newport News. 

WASHINGTON—Mrs. Bergit Gaas- 
land, St. Luke’s Hospital, Bellingham. 

WEsT VircInrA—Alva J. William- 
son, Charleston General Hospital, 
Charleston. 

Wisconsin—Carolyn Fenby, Metho- 
dist Hospital, Madison. 

Wyominc—Louise Gray, Memorial 
Hospital, Casper. 
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How Does Fine Quality Become Inherent ? 


HETHER you buy medical equipment for private practice or for a hospital, 
always it is with the hope that time and experience will prove that you 


correctly judged its value. 


Your investigation of variously offered products is, of course, primarily in view 
of determining which offers most toward helping to render a better service to 


patients; price alone is not your determining factor, as with ordinary commodities. 


If you haven’t had experience with G-E x-ray or electromedical equipment, you'll not take for 
granted that it is of the fine quality you are looking for. But to countless thousands of other 
physicians, hospitals, and clinics, the world over, equipment bearing the trademark is 
accepted without question, because they have learned from experience that in all G-E equipment 


this desired fine quality is inherent. 


This reputation for inherent fine quality has been earned the hard way—by strict adherance to 
definitely established policies and ideals throughout a half-century of service to the profession. 
And it perhaps best explains why a G-E apparatus, wherever it may be used—in physicians’ 
offices, or in civilian or military hospitals, in any and all climes—always can be relied upon to 


give the eminently satisfactory service that characterizes all G-E products. 


Though your plans for buying an x-ray or electromedical apparatus may yet be rather indefinite, 
may we suggest that in the meantime you obtain further information through our local repre- 


sentative, whose branch office address we will be glad to send you. Address Dept. J15. 





GENERAL (4 ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BLVD. CHICAGO (12), ILL., U. S. A. 
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BELLEVUE HOSPITAL RAPID TREATMENT 
PROGRAM TO INCLUDE REHABILITATION 


The forty-eighth and most com- 
prehensive rapid treatment center 
for venereal disease, to be operated 
in connection with Bellevue Hospi- 
tal, New York City, was dedicated 
on April 1. 

This project is unique in two re- 
spects: It is the first to be estab- 
lished as an integral part of a large 
general hospital, thus encouraging 
voluntary admissions. It is a pio- 
neering venture in the field of re- 
habilitation. 


The center was established with 
Lanham Act funds, $290,000 for 
construction and $285,000 for equip- 
ment and maintenance. Federal 
maintenance will continue through 
the war, after which this will be 
assumed by the city. 

Dr. Cornelius T. Stepita, surgeon 
in the U. S. Public Health Service, 
has been assigned as administrator 
under the direction of Dr. William 
F. Jacobs, medical superintendent 
of Bellevue Hospital. 


In addition to a charge nurse and 
record analyst, also assigned by 
the Public Health Service, the Fed- 
eral Work Agency budget provides 
for nurses, dietitians, medical so- 
cial workers, educational and rec- 
reational staff, laboratory workers, 
hospital helpers, clerical staff and 
maintenance workers—150 employ- 
ees in all. 


The treatment center building is 
the south wing of the six-story 
Pathological Building, once a dor- 
mitory for male employees. With 
bed capacity of 200, it will provide 
both inpatient and _ outpatient 
service. 


The rehabilitation program on 
Welfare Island was scheduled to 
get under way on May 1. Eight one- 
story buildings, once used for a con- 
valescent day camp, have been re- 
modeled. One is to be an adminis- 
tration building. The other seven 
will house 12 patients each. 

Patients needing longer treat- 
ment and observation will be re- 
ferred to this institution from the 
treatment center. Here, with the 
Board of Education codperating, 
they will be given vocational train- 
ing. , 
At dedication services, Dr. J. R. 
Heller Jr., assistant surgeon general 
of the U. S. Public Health Service, 
pointed out that an estimated 200,- 
ooo cases of early highly infectious 
syphilis occur annually, that three- 
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Assembly Speaker 


G. Harvey Agnew, M.D., editor of 
The Canadian Hospital, was one of 
the featured speakers at the March 
meeting of the New England Hos- 
pital Assembly held in Boston. 





quarters of these are given prompt 
treatment, and that the remaining 
50,000 untreated infections will 
produce another 200,000 cases next 
year. 

Since no returning soldier can be 
demobilized unless and until he is 
free of syphilis, Dr. Heller urged 
that civilian America drain its “res- 
ervoir” of venereal disease and thus 
shorten an otherwise prolonged 
struggle to control these infections. 





+ 


American Medical Association 
Also Opens Washington Office 


The opening of an office of in- 
formation in Washington on April 


3 was announced on April 8 by the 


American Medical Association. It is 
in Suite goo of the Columbia Medi- 
cal Building, 1835 I Street, N. E. 
In direct charge will be Dr. Jo- 
seph S. Lawrence of Albany, N. Y., 
who has represented the New York 


' State Medical Society in Albany for 


more than 20 years. 

The Council on Medical Service 
and Public Relations, under whose 
supervision this activity falls, will 
continue its Chicago office and dis- 
tribute its semi-monthly bulletin 
from there, it was announced. 








Strengthens Exempt 
Status of Hospitals 


A decision by the Supreme Court 
of Pennsylvania is believed to 
strengthen the position of hospitals 
as charitable institutions which 
may not be compelled by a labor 
relations board to enter into collec- 
tive ‘bargaining agreements with 
employees. 

In this instance, the court re- 
versed a court of common pleas 
which had held that the Salvation 
Army’s Evangeline Home must rec- 
ognize the American Federation of 
Labor Hotel and Restaurant Work- 
ers’ Alliance. The home is a resi- 
dence for working girls. 

Justice Allen M. Stearne in a un- 
animous opinion by the court de- 
nied the contention of the Penn- 
sylvania Labor Relations Board 
that charitable institutions come 
under the jurisdiction of the state’s 
Labor Relations Act because they 
are not specifically exempted. 

In 1941, the Pennsylvania Su- 
preme Court ruled that the West 
Penn Hospital of Pittsburgh was 
not affected by the act because it 
receives state funds. In that deci- 
sion, Justice Stearne recalled, the 
court held that charitable institu- 
tions had an implied exemption 
until and unless the legislature 
amended the Labor Relations Act; 
and in two sessions of the legisla- 
ture since, no such amendment has 
been voted. 
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Offer New Food Management 
Course in Hospital Field 


A new course in food manage- 
ment, available to students of hos- 
pital administration, will be offered 
in the School of Business at the 
University of Chicago, beginning 
with the fall quarter. The addition 
of this new course is made possible 
by an initial gift of approximately 
$100,000 from the National Restau- 
rant Association. 

The program will offer research 
in such topics of interest to hospital 
administrators as nutrition and 
dietetics. All subjects offered in 
food management will be available 
to those in the hospital administra- 
tion classes. 

The five-year course is open to 
both men and women, who will 
spend two-thirds of their time in 
regular business classes and a third 
in classes on food management, 
which will include all basic food 
problems from nutrition through 
marketing. 
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PENICILLIN 


MERCK 








A RECORD OF PERFORMANCE 








HOROUGHGOING experience and established leader- 

ship in organic research, development, and produc- 
tion have been the determining factors in the rapid 
achievement of large-scale Penicillin production by 
Merck & Co., Inc. 

Intensive research on Penicillin, begun in the autumn 
of 1940, established a sound basis for the successful 
development of mass production. By applying chemical 
engineering principles to the manufacture of this intrin- 
sically unstable and difficultly ‘produced substance, 
Merck & Co., Inc. succeeded in devising and perfecting 
a practical method of production, based on the mass- 
fermentation principle. 

The following chronologic review tabulates the more 
important advances leading to the present volume of 
Penicillin production, including some of the contribu- 
tions that we have been privileged to make: 


1929—Penicillin discovered by Fleming in England. 
1932—First report by British investigators confirming 
original work on Penicillin. 

1940—First isolation of solid Penicillin by Oxford 
investigators. 

1940—Merck research on antibiotics concentrated on 
Penicillin. 

1941—First report of Penicillin’s clinical value. 


1941—Prof. H. W. Florey and Dr. N. G. Heatley, of 
the Oxford group, visited the United States to confer 
with interested Government officials and manufac- 
turers, with the objective of establishing Penic‘llin 
production in America. 


1941—Dr. Heatley, who participated in the first pro- 
duction work in England, remained at the Merck Re- 
search Laboratories to collaborate with Merck chemists 
in developing test and production procedures. 


1941—Merck brought about a reciprocal arrangement 
between British and American investigators to spur 
production in cooperation with the United States and 
British governments. 


1942—Merck supplied Penicillin for first case of bac- 
teriemia successfully treated with Penicillin in America. 


1942—Merck Penicillin was rushed under police escort 
to Boston for treatment of the Cocoanut Grove fire 
casualties. 


1943—Merck sent supplies of Penicillin to England by 
air transport for urgent therapeutic use by the United 
States Army Medical Corps. 

1943—Large-scale production of Penicillin was estab- 
lished by Merck to meet Government requirements. 


1944—Merck sends ever-increasing supplies of Peni- 
cillin to our Armed Forces. 


Merck & Co., Inc. will continue to surpass present production records, with the 
urgent objective of supplying adequate quantities of Penicillin for civilian use, 
as soon as the essential requirements of our Armed Forces have been fulfilled. 


LETS ALL 
BACK THE ATTACK 
WITH WAR BONDS 


* MERCK & CO., Inc. Manufactuning Chemists RAHWAY, N. J. 


In Canada: Merck & Co., Ltd., Montreal and Toronto 


An illustrated booklet describing the clinical uses of Penicillin Merck is available on request. 
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SOUTHEASTERN CONFERENCE RESOLVES 
TO SPEED VOLUNTEER PLAN COVERAGE 


Two of five notable resolutions 
passed by the Southeastern Hospi- 
tal Conference call on the hospitals 
in that area to build and strengthen 
the machinery of prepaid hospital 
and medical care under the volun- 
. tary system. 

This action followed the passage 
of a resolution whereby the con- 
ference “records its approval of the 
American Hospital Association’s 
program which: 

“1. While inviting the participation of 
the federal government in meeting the 
hospital needs of the indigent groups and 
impoverished communities, 

“2. Opposes the principle of compul- 
sory medical and hospital insurance, and 

“3, Supports the methods of voluntary 
prepayment through the Blue Cross plan 
as an adequate measure to provide general 
hospital service to the American people.” 

Concerning the promotion of 
prepaid health care, the two resolu- 
tions read in part: 


“Even under the difficulties of 
wartime problems, Southeastern 
hospitals must more aggressively 
unite to strengthen themselves and 
the national voluntary program by 
first developing efficient and eco- 
nomic organizations which will 
open to every self-supporting fam- 
ily the opportunity of budgeting 
hospital expense, and then by seek- 
ing the goal of participation of half 
of our population. Such a develop- 
ment will free hospitals from the 
threat of external and remote con- 
trol. 

“The conference further urges 
upon Southeastern hospitals that 
the facilities and experiences of our 
Blue Cross plans, which have been 
shaped by the understanding direc- 
tion of hospital staffs into valuable 
instruments for sharing risks and 
spreading costs, should be placed 
freely at the disposal of codperating 
physicians who undertake to estab- 
lish similar plans for prepaid med- 
ical and surgical services. . .” 

In other resolutions, the confer- 
ence: 

Urged the American Hospital As- 
sociation to devise a standard re- 
port form and attempt to get the 
approval of government agencies. 

Endorsed 
tended program “as it has been re- 
vealed in reports of the Wartime 
Service Bureau, the Bacon Library 
and the councils on public educa- 
tion, governmental relations and 
association development.” 

Requested the American Hospi- 
tal Association try to persuade the 
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the Association’s ex- . 





federal government not to sell sur- 
plus hospital equipment and sup- 
plies to second-hand dealers asking 
that these be “made available to 
civilian hospitals through regular 
dealers without undue profit.” 


Dr. Henry Hedden of Methodist 
Hospital, Memphis, succeeded Rob- 
ert Hudgens as president of the 
conference. Officers elected were: 

PRESIDENT ELECT, W. E. Arnold 
of St. Luke’s Hospital, Jacksonville, 
Fla.; SECRETARY TREASURER, 
Dr. W. Lawson Shackleford of Jeffer- 
son Hospital, Birmingham, Ala. 





++ 


Cornell Offers Refresher 
For Hospital Executives 


A two-week refresher course for 
hospital executives and sub-execu- 
tives will be offered at Cornell Uni- 
versity from July 3 to 15. The 
fundamentals of hospital operation 
will be discussed by two of the lead- 
ing hospital administrators of the 
country, Dr. Donald Smelzer and 
Dr. Joseph C. Doane. 

Dr. Smelzer is director of the 
Germantown Hospital and Dis- 
pensary, Germantown, Philadel- 
phia, and president-elect of the 
American Hospital Association. 

Dr. Doane, a past president of 
the American Hospital Association, 
is the medical director of the Jew- 
ish Hospital of Philadelphia and 
on the faculties of the University 
of Pennsylvania and Temple Uni- 
versity. 


we 
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Elect Officers, Board for 


Massachusetts Association 


The following officers and trus- 
tees of the Massachusetts Hospital 
Association were elected on March 
15: 

PRESIDENT EMERITUS, Henry M. 
Pollock, M.D., Massachusetts, Memo- 
rial Hospitals, Boston; PRESIDENT, 
George A. MaclIver, M.D., Worchester 
City Hospital; Vic—E Presment, Frank 
E. Wing, Boston Dispensary; TREAS- 
URER, Warren F. Cook, New England 
Deaconess Hospital, Boston; and SEc- 
RETARY, W. Franklin Wood, M.D., Mc- 
Lean Hospital, Waverley. 


Members of the BoarD oF TRUSTEES 
are: Charles F. Wilinsky, M.D., Beth 
Israel Hospital, Boston; The Rev. 
Donald McGowan, St. Elizabeth’s 
Hospital, Brighton; Lillian Sutton, 
R.N., Amesbury Hospital; Irene E. 
Oliver, R.N., Weymouth Hospital, 
South Weymouth; and Dan Traner, 
Lynn Hospital. 





Pictures Job Ahead 
For Polio Research 


In spite of all research energy 
spent in the study of infantile pa- 
ralysis, little is known of the cause, 
prevention and cure of this disease, 
writes Basil O’Connor, president of 
the National Foundation for In- 
fantile Paralysis in his fifth annual 
report. 

“The exact role of flies, mosqui- 
toes, water or food in its transmis- 
sion is still uncertain,” states Mr. 
O’Connor. “There is no drug 
known which will prevent or cure. 
No method of immunization has 


‘been developed. No one knows. the 


factors that determine whether a 
child will have a mild, undiagnos- 
able case, or whether there will be 
paralysis, or death.” 

The report shows that during the 
year ended September 30, 1943, the 
foundation made grants and ap- 
propriations totaling $1,278,836 in 
five main categories: Virus research, 
after-effects research, education, 
medical publications, and epidem- 
ics and public health. 

The foundation has spent more 
than $500,000 in testing and evalu- 
ating the Kenny method and in 
training doctors, nurses and phys- 
ical therapy technicians in that 
method. 

Since the first course in the Ken- 
ny method was given at the Univer- 
sity of Minnesota in March 1942, 
more than goo doctors, nurses and 
physical therapy technicians have 
been trained. 

Grants to other institutions in 
California, Illinois, Indiana, 
Georgia, Pennsylvania and New 
York for conducting special Kenny 
courses have totaled $140,000. 
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Wartime Service Bureau 
Lists Recent Bulletins 


In recent weeks the American 
Hospital Association’s Wartime 
Service Bureau has issued the fol- 
lowing bulletin: 

Bulletin No. 27, “Training Pro- 
grams, War Manpower Commis- 
sion,” 

Bulletin No. 28, “Changes Affect- 
ing the EMIC Program,” 

Bulletin No. 29, “Physical Resto- 
ration Program of the Office of Vo- 
cational Rehabilitation (FSA)”, 

Bulletin No. 30, “Hospital Jobs 
for Veterans.” 


HOSPITALS 





ew Cconomy Package 


DIOTHOID 


BRAND 


Anesthetic and Antiseptic 
SUPPOSITORIES 


Diothoid Suppositories are now avail- 
able in a special Hospital Package 
containing thirty-two dispensing cartons 
of three suppositories each. Purchased 
in this hospital unit, Diothoid Supposi- 
tories cost 4 less than in the standard 
package. 


Outstanding Features of 
Diothoid Suppositories 


BLENDED ANESTHETIC ACTION—for prompt 
and prolonged relief from anorectal pain. 


SPECIAL HYDROPHILIC BASE — miscible 
with mucous secretions—does not leak. 


STIMULATION OF HEALING—contains urea 
for its cell-regenerating action. 


Hospital Package available direct only from 


THE WM. S. MERRELL COMPANY 


CINCINNATI, U. S. A. 








MERRELL 





Trade Mark “Diothoid” 
Reg. U. S. Pat. Off. 





The Wm. S. Merrell Company, Cincinnati 15, Ohio 


Gentlemen: 


Please send... . Hospital Packages (32 containers of 3 Diothoid Suppositories each) @ $4.00 a package. 
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Council to Prepare 


A Master Plan for 
New York Hospitals 


The drawing of a master plan 
for the hospitals and related facili- 
ties in its area, of which there are 
129, has been undertaken by the 
Hospital Council of Greater New 
York. When completed, it is ex- 
pected that this plan will show: 

1. All existing institutions that 
are satisfactorily located and pro- 
viding adequate services. 

2. Institutions that are properly 
located but in need of modifications 
and additions. 

3. All proposed new facilities 
that are deemed to be desirable. 

4. All hospitals that wish to be 
relocated, closed or merged. 

In its definition of scope, the 
council holds its plan “must neces- 
sarily take into consideration all 
the basic factors of community 
planning such as: Population dis- 
tribution, economic and other char- 
acteristics and trends, property uses 
and land development, transporta- 
tion and arterial highways, other 
community services and proposed 
improvements, neighborhood de- 
velopments and administrative dis- 
trict systems, official mapping and 
zoning restrictions, and, more es- 
pecially, the facilities and services 
of agencies related to the care of the 
sick.” 

Such a plan, it is held, “should 
greatly assist in preventing errors in 
locations of such institutions, over- 
building, duplication, undesirable 
competition and other mistakes 
which are the result of lack of plan- 
a 

The complete definition of scope 
has been circulated among all hos- 
pital executives in the area. A Mas- 
ter Plan Committee, under super- 
vision of the council’s Planning 
Committee has been appointed and 
is at work. Its membership is: 

Dr. Haven Emerson, chairman; Dr. 
J. J. Golub, vice-chairman; Dr. Ed- 
ward M. Bernecker, the Rev. John J. 
Bingham, Dr. E. H. L. Corwin, David 
H. McAlpin Pyle, Edwin A. Salmon, 
Dr. Neva R. Deardorff, Arthur W. 
Jones, Dr. W. G. Nealley, and all 
members of the Planning Committee. 


as 


New Dakota-Montana Head 


Hugh Marron of Wolf Point has 
been elected president of the Dako- 
ta-Montana Hospital Association, 
succeeding Harry E. Polk, who re- 
cently resigned. 
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VETERAN COUNCIL EXECUTIVE HONORED 


Ray G. Bodwell makes presentation of ‘silver anniversary’ gifts to Guy J. Clark. 


In recognition of his 25 years as 
executive secretary of the Cleveland 
Hospital Council, Guy J. Clark was 
the guest of honor at a luncheon on 
April 12, at which he received—in 
the presence of 300 administrators 
and friends—a shotgun, a traveling 
bag and a watch. 

This presentation was made by 
Ray G. Bodwell, president of the 
council and director of Huron Road 
Hospital. Other speakers were: A. 
D. Baldwin, president of the Cleve- 





land Hospital Service Association; 
Harry F. Affelder, president of the 
Welfare Federation of Cleveland; 
the Rt. Rev. Maurice F. Griffin, 
trustee of the American Hospital 
Association; Joseph Gorman, com- 
missioner of Cuyahoga County, and 
Edward L. Worthington, welfare 
director of the City of Cleveland. 
Philip Vollmer Jr., superintendent 
of Fairview Park Hospital, was 
chairman of the luncheon com- 
mittee. 





Rules Ohio Cadets Eligible 


For Compensation Coverage 


A full explanation of the em- 
ployee status of pre-cadet nurses 
has led the Ohio Industrial Com- 
mission to reverse an earlier deci- 
sion and allow these students to 
have workmen’s compensation cov- 
erage during their first nine months 
of training. 

After reviewing relationships be- 
tween the individual hospital and 
the U. S. Public Health Service in 
the cadet nurse training program, 
the industrial commission’s legal 
department ruled: 


It is our opinion that the cadet 
nurses are employees of the hospitals 


‘or institutions from whom (sic) they 


are receiving their training, by whom 
they were selected and are being su- 
pervised; the amount of stipend, as 
well as the value of the meals and 
lodging furnished the cadet nurses, as 
provided in Rule 19, should be re- 
ported to the Industrial Commission 
of Ohio by said hospitals or institu- 
tions. ... 





The opinion heretofore expressed, 
contrary to the above, was based on 
our understanding of the information 
furnished that the cadet nurses were 
paid direct by the Federal Security 
Agency, U. S. Public Health Service, 
Division of Nurse Education, and were 
selected or hired by said agency, rather 
than by the hospitals. ... 


The second ruling resulted from 
an explanation by Dr. M. F. Steele, 
representing the Committee on 
State Relations of the Ohio Hospi- 
tal Association. 
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Health of Young Workers 


Ernest L. Stebbins, M.D., health 
commissioner for New York City, 
says the essentials for protecting the 
health of young workers entering 
employment, whether full time or, 
in the case of the younger age 
groups, part-time out of school 
hours, are proper and _ sufficient 
food, adequate sleep, recreation and 
avoidance of fatigue, and periodical 
dental and medical examination. 
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AMERICANATRE 


AT LIMA 


Outstanding for their efficiency and economy rat- 
ings . . . for their safety, compactness and simplicity 
of operation, Americanaire Units are potent destroy- 
ers of air-borne infectious bacteria and viruses. Radi- 
ant germ-killing ultraviolet energy at its best. 

The unique reflector insures optimal intensity of 
the projected lethal beam. Under ordinary usage, the 
lamp maintains a minimum disinfecting intensity of 
20 microwatts or above per cm? at one meter for a 
guaranteed period of at least 4000 hours of continu- 


ous operation. Actually 166 days—24 hours a day. 


Ask your dealer or write us direct 


AMERICAN STERILIZER COMPANY. 


EDICAL 
tt ate 


THE NURSERY FOR INSTANCE... 


where cross-infection is an ever present threat— 


Safety the keynote . . . an adjustable baffle safe- 
guards room occupants and transients from direct 


exposure thus voiding any necessity for goggles or 


special covering of exposed skin surfaces which are 


normally uncovered. 
A nominal installation and maintenance cost avails 


Americanaire protection to all. 


Erie, Pennsylvania 
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New Draft Ruling 
Defers Crisis In 
Medical Training 


The recent threat that medical 
schools might be without students 
and hospitals without sufficient in- 
terns and residents, because of 
tightening selective service rules, 
was temporarily mitigated on April 
11 in a directive from National Se- 
lective Service headquarters. 


Rescinding instructions sent out 
April 4, the new directive provides 
that state directors of selective serv- 
ice will recommend exemptions “to 
general restrictions against occupa- 
tional deferment of certain students 
and interns...” These included: 


1. Registrants pursuing fulltime 
courses of study in medicine, dentis- 
try, veterinary medicine, and osteo- 
pathy in recognized schools .. . until 
their graduation. 

2. Registrants pursuing fulltime 
courses of study in pre-medicine, 
pre-dentistry, pre-veterinary medi- 
cine and pre-osteopathy and pre- 
theology until their graduation if 
they are in recognized colleges and 
universities, provided such regis- 
trants have been accepted for admis- 
sion in and will matriculate and enter 
into actual classroom work in a rec- 
— school ... on or.before July 


3. Registrants having completed 
their professional training and prep- 
aration as medical doctors, dentists, 
or osteopaths, who are undertaking 
further studies in a hospital or an in- 
stitution giving a recognized intern- 
ship, provided the total period of 
such internship shall not exceed nine 
months. 

This means that civilian premed- 
ical students who had intended 
to enter medical school next Oc- 
tober must now enter on July 1. 
While some will not have complet- 
ed their pre-medical training, this 
may be continued in the medical 
schools which have accepted them. 
Civilian students involved number 
about 2,000, fewer than a third of 
all medical students. 


Medical schools will thus have 
students for this year, and the pub- 
lic is temporarly assured of a con- 
tinuing inflow of medical skill. Un- 
less the war crisis eases, however, a 
new directive will be necessary be- 
fore next spring to avoid a postwar 
gap in medical practitioners. 


The April 11 directive also post- 
pones a lull in the flow of interns 
and residents. If new classes do 
not enter the medical schools next 
spring, however, this shortage will 
be felt by hospitals in 1948-49. 
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Foresees End of Losses on 
U. S. Program for the Aged 


The day may not be far off when 
hospitals will no longer have to ab- 
sorb losses in providing hospital 
care under the federal program for 
aid to the aged, Herbert R. Mooney, 
director of the Ohio Department of 
Public Welfare, told members of 
the Ohio Hospital Association at 
their thirtieth annual meeting in 
Columbus, March 30. 

Dr. Victor Johnson, secretary of 
the Council on Medical Education 
and Hospitals of the American 
Medical Association, predicted that 
the present stringency in house 
staffs will be relieved when young 
doctors in service return to get ad- 
ditional education. 

Lee S. Lanpher, superintendent 
of Lutheran Hospital, Cleveland, 
assumed office as president, and the 
following officers were elected: 

PRESIDENT-ELECT, Van C. Adams of 
Jewish Hospital, Cincinnati; First 
VicE PRESIDENT, Georgia Gillis, of 
Memorial Hospital, Fremont; SECOND 
VicE PRESIDENT, Sister Frances Marie 
of Good Samaritan Hospital, Dayton; 
TREASURER, the Rt. Rev. Maurice F 
Griffin, Cleveland. DELEGATES, Guy J. 
Clark and Dr. M. F. Steele; ALTER- 
NATES, George Losh and David Endres. 

The Ohio association altered its 
constitution and by-laws to accom- 
modate the new dues structure of 
the American Hospital Association. 
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Spend 125 Millions on U. S., 
State, Local Health Program 
Funds budgeted from all sources 
in the codperative federal-state-local 
public health program in the 48 
states, the two territories, Puerto 


_ Rico, the Virgin Islands and the 


District of Columbia during 1943 
was $125,200,874.13, Or 5.35 per 
cent more than the amount budg- 
eted during 1942, according to a 
report of the Federal Security 
Agency. 

Total appropriations for the U. S. 
Public Health Service in the fiscal 
year 1943 amounted to $47,037,245, 
while the amount available for 
grants-in-aid to the states under 
title VI of the Social Security Act 
was $11,000,000; the emergency 
health and sanitation appropria- 


.tion was $9,702,200, and $12,367,000 


was appropriated for venereal dis- 
ease control. 

Progress in construction of 451 
Community Facilities Act health 
projects approved by President 
Roosevelt is reported slow because 
of material shortages. 
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Accounting Institute 
Will Run June 26-30 
At Bloomington, Ind. 


The third institute on hospital 
accounting will open at Indiana 
University, Bloomington, on June 
26, with Stanley Paessler as direc- 
tor. Formal sessions will be held 
each morning through June 30, 
with the afternoons devoted to 
round table discussions and the 
evenings spent in informal meet- 
ings. 

Morning lectures will include the 
following topics and speakers: 

The opening address on Hospital 
Organization from the Standpoint of 
Accounting—George Bugbee. 

The Admission of Patients and Ac- 
counting for Income from Patients— 
Fred Munsey. 

Accounting for Expenditures In- 
cluding Stores Control—Harry Dun- 
ham. 

Financial and Statistical Statements 
and Departmental Operating Reports 
—Charles H. Pimlott. 

Aspects of Cost Accounting in Hos- 
pitals—M. R. Kneifl. 


Round table discussions will have 
the following topics and leaders: 


Organization of the Accounting De- 
partment and Internal Controls— 
Frank Luma. 

Patients’ Accounts Receivable Con- 
trol; Credits and Collections—L. 
Hehmann. 

Payroll Procedure and Control in 
Relation to Withholding Tax and 
Other Payroll Deductions — Harry 
Dunham. 

Budgets and Budgetary Control— 
Harold Burr. 

What the Administrator Needs 
from His Accountant.—Edgar Blake. 


Evening meetings will include 
general get-togethers, consultations, 
a meeting on all-inclusive rates with 
reference to Blue Cross plans, and 
a dinner and commencement pro- 
gram on the final night. 





Butler Hospital to Observe 
Hundredth Birthday May 10 


Butler Hospital, the oldest men- 
tal institution in Rhode Island and 
also the oldest hospital in that state, 
is planning the observance on May 
10 of its centennial, which will be 
scientific in nature and open only 
to those engaged in the treatment 
and care of the mentally ill. 

Butler Hospital is a leader in the 
field of psychiatry. Its superintend- 
ents always have been leaders in 
this branch of medicine, three hav- 
ing become presidents of the Amer- 
ican Psychiatric Association. 
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Former and Present Officers of Louisiana Hospital Association 





Rhode Island Plan 
To Insure State’s 


Employees Is Lost 


A bill that would have led to the 
first experiment in statewide com- 


pulsory health insurance failed to | 


pass the Rhode Island Senate in 
the early hours of April 22 as the 
1944 session of the Legislature ad- 
journed. This was a revision of the 
original “Rhode Island plan” pre- 
sented by Governor J. Howard Mc- 


| 


| 





Grath and passed a few days earlier | 


by the House. 


Instead of requiring that all em- | 
ployed persons be covered by in- | 


surance, the governor’s revised pro- 
gram called for a state appropria- 
tion of $40,000 with which to pay 
the cost of protection for state em- 
ployees earning less than $2,500 a 
year. This was to be bought from 


the Blue Cross Hospital Service | 


Corporation of Rhode Island. 
The bill submitted for legislative 


action also urged state employees | 


to purchase such protection for 


their dependents from the Blue | 
Cross plan and memorialized cities | 
and towns of Rhode Island to | 
adopt the same formula for their | 


employees. 

This approach was designed to 
set aside a year of grace in which 
the state could be intensively culti- 
vated by the Blue Cross plan. Thus, 
Rhode Island citizens would be- 
come more “health insurance-con- 
scious” and the state administration 
would be better prepared to face 


the problem of providing a public | 


carrier as a corollary to compulsion 
on all employers and employees. 
It was the plan of the Hospital 
Service Corporation, according to 
Stanley H. Saunders, executive di- 
rector, to work out a more liberal 
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Outgoing and incoming officers 
of the Louisiana Hospital Associa- 
tion were photographed at the ban- 
quet table. Left to right, they are: 
Herman L. Herold, North Louisi- 
ana Sanitarium, Shreveport, out- 
going secretary; Dr. Edgar Gallo- 
way, Charity Hospital, Shreveport, 
incoming president; Mrs. Kate V. 
Tipping, Touro Infirmary, New 
Orleans, outgoing president; Bur- 
ton M. Battle, New Orleans Hos- 
pital and Dispensary, president- 
elect; Frank S. Groner Jr., Southern 
Baptist Hospital, New Orleans, in- 
coming secretary. 





contract and otherwise to make 
“some plan available to practically 
every person in Rhode Island.” 


The governor’s program was de- 
feated in a tumultuous adjourn- 
ment session of the Legislature. 
Governor McGrath faces the elec- 
torate next fall, and his health pro- 
gram may be an issue. Meantime, 
the Legislature does not meet again 
until January, 1945. 





Wisconsin Group Urges $30 
And Maintenance for Cadets 


Officers and trustees of the Wis- 
consin Hospital Association’ have 
unanimously recommended _ that 
senior nurse cadets employed by 
Wisconsin hospitals be paid $30 a 
month with maintenance. 

The state association group fur- 
ther commented that hospitals 
should not bid against one another 
for the services of senior cadets. 
Both resolutions were subsequently 
brought to the attention of the Bu- 
reau of Personnel and the Bureau 
of Nursing Education of Wisconsin, 
and the surgeon general of the U. S. 
Public Health Service. 








New Army Ambulances Will 
Be Built on Truck Chassis 


A new type of Army ambulance, 
built on a truck chassis with special 
springs has been designed for use 
in general hospitals in this country, 
the Army Medical department has 
announced. The ambulance is the 
joint project of the Ordnance and 
Medical departments. 

Interior features include a spe- 
cial insert for litter holders and 
special arms on each side for the 
litters. A metal equipment box for 
carrying instruments is placed in 
the rear of the ambulance, below 
floor level. Folding séats are pro- 
vided for passengers, patients and 
attendants. 

Fiber glass insulation for the 
sides of the cars and waffle board 
paper insulation for the roof, safety 
glass windows and battleship lino- 
leum floors complete the interior of 
the ambulance. Three hundred and 
fifty of the new vehicles have al- 
ready been ordered, the Army Med- 
ical department says. 





Women Form Auxiliary to 
Help Men’s Volunteer Corps 


The Men’s Volunteer Corps of 
the Paterson General Hospital is 
still expanding, with 23 new mem- 
bers recently volunteering their 
services in the new housekeeping 
unit. Their tasks will be routine, 
such as window washing and sweep- 
ing. 

A new feature of the volunteer 
corps is the formation of a women’s 
auxiliary. The eight women mak- 
ing up this corps have agreed to 
run the mangle in the hospital 
laundry for two nights a week, and 
by so doing will solve a difficult 
problem which has long faced the 
men’s corps. 
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ON WAR SURPLUSES 
Disposal Is by Region Only 


HE COMPLICATED routine neces- 
Leo for disposal of war sur- 
pluses takes shape slowly. It was in 
late February that the Baruch- 
Hancock report was released and 
President Roosevelt appointed Wil- 
liam L. Clayton administrator of 
surplus war property. In late April, 
the bottom-most policies were still 
in process of formation. 

This slow pace is considered to 
be inevitable if mistakes are avoid- 
ed, and in all the agencies con- 
cerned there is a determination to 
set up machinery that will stand 
the several strains which are bound 
to develop. 

One major problem, for example, 
is that of keeping the surplus goods 
out of the hands of speculators. The 
speculator is a bogeyman not only 
among the agencies, but also in 
Congress where retail business ex- 
erts great pressure. 

Agencies concerned with disposal 
have to deal with the interests of 
producers and those of consumers, 
which are fundamentally in con- 
flict. This is not so great a problem 
in many fields as it is in the redis- 
tribution of hospital equipment and 
supplies. 

Here the consumers are neither 
individuals who shop for bargains 
at the retail stores, nor the retailers 
themselves who are anxious to turn 
a fair profit, nor yet small manu- 
facturers in search of raw materials 
or machine tools at a favorable 


price. As institutional consumers, ° 


for the most part nonprofit, hospi- 
tals occupy a somewhat distinctive 
place. 

It was in this connection that a 
committee representing the Coun- 
cil on Government Relations of 
the American Hospital Association 
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1705 K STREET, N. W., WASHINGTON 


called on Donald M. Nelson, chair- 
man of the War Production Board, 
late in March. 

The committee discussed with 
Mr. Nelson a conviction that non- 
profit voluntary hospitals should be 
bracketed with non-military federal 
and other public hospitals in any 
classification of institutions accord- 
ing to need. With respect to surplus 
goods, it was pointed out, this would 
amount only to extending a WPB 
policy which has produced satis- 
factory results heretofore. 

The committee also discussed 
with Mr. Nelson the formation of 
a “hospital advisory committee” 
and the possibility of slightly re- 
vising the present procedure gov- 
erning hospital construction in or- 
der to expedite many building pro- 
jects that are a part of the war 
effort. 

Members of the committee were: 
Dr. Claude W. Munger, council 
chairman; Dr. Charles F. Wilinsky, 
consultant to the council; George 
Bugbee, executive secretary, and 
J. R. Clark, council secretary. 

Although special consideration 
may be given to hospitals because 





HOW TO PROCEED 


The Wartime Service Bureau 
is ready to help Association 
members find surplus war prop- 
erty when this is possible. Un- 
der present regulations all goods 
are disposed of by regional of- 
fices of the procurement divi- 
sion of the Treasury, and mem- 
bers will find it advantageous 
to deal directly with these of- 
fices, as outlined in this dispatch. 











of their peculiar position as institu- 
tional consumers, current indica- 
tions are that in general the job of 
distributing surpluses will be un- 
dertaken with advice and counsel 
largely from the producers’ side— 
from committees representing the 
several industries. 


Typical of the complications en- 
countered is the question of how 
much surplus should be turned 
back into the domestic market and 
how much disposed of abroad. 
Manufacturers are naturally anxi- 
ous to avoid a glutting of the do- 
mestic market, and they find ready 
support in Washington.* If the 
manufacturers want to find an im- 
mediate postwar demand for the 
civilian goods, the government is 
no less anxious to have the new 
goods move so that jobs will be 
created. This suggests heavy selling 
abroad. At the same time a pro- 
longed scarcity of civilian goods 
would tend to inflate prices, which 
the government does not want. 


Concurrent factors are the ex- 
pense and the physical problem of 
juggling goods back and forth 
across the oceans. Much govern- 
ment owned property will be scat- 
tered around the world when peace 
comes, and shipping facilities pre- 
sumably will be strained for some 
time thereafter. 


Although the solution of such 
problems is of long range impor- 
tance, the federal agencies are more 
concerned about immediate diff- 
culties. First among these is the 
question whether the executive 
branch or Congress will assume 
primary responsibility. 

Congress has not yet digested the 
several dozen bills on file, all aimed 
at fixing the pattern of distribution. 
It is thought in Washington that 
the administration will make a 
study of these, then frame an ad- 
ministration bill that is calculated 
to include enough compromises to 
be passed in both houses. 

Meantime, a procedure has been 
established for moving such surplus 
items as are available. For the most 
part, those of interest to hospitals 
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CHARTING SYRINGE 
CONSERVATION 


Of the several steps necessary to make your conservation program 
click, there is one more important than all the others. It is the 
determination of causes responsible for wastage. Only with this 


knowledge can direct, corrective measures be taken. 


To enable you to recognize the factors which cause premature loss 
of hypodermic syringes we offer a Syringe Conservation chart. 
This chart fixes the responsibility for syringe loss where it belongs— 


on carelessness, accident, theft — or on the syringe itself. 


These charts are kept by individual departments and so offer 
another opportunity for savings through inter-departmental com- 
petition. Prizes, such as War Stamps, offered for the best con- 


servation record, serve to make the competition even more effective. 


We also offer for your use additional conservation material —a 
booklet entitled “How to Obtain Maximum Service from Hypo- 
dermic Syringes, Needles and Thermometers”, a poster to make 
hospital staffs conservation-conscious and films for visual syringe 
and needle conservation education. Any, or all, of this material is 


yours for the asking. Why not drop us a line? 
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are handled by the procurement 
division of the Treasury; and for 
the most part, hospitals have what 
might be called a No. 3 priority. 

There are 88 departments and 
establishments in the federal gov- 
ernment, all of which have first call 
on “excess” property released by 
any one of the 88. Hence, these fed- 
eral agencies (including federal 
hospitals) are circularized first. This 
is done to avoid the situation of one 
government agency disposing of, 
say, electric motors at less than cost 
while another agency is buying the 
same motors from a manufacturer. 

Items that have been thus cir- 
cularized in the family are then 
made available to war contractors, 
and this for obvious reasons. After 
this, other tax-supported agencies 
(state and municipal governments) 
and certain nonprofit institutions 
are given their chance. 

This question was put to the pro- 
curement division: What if a city 
hospital and a nonprofit volunteer 
hospital should want the same item 
and both were willing to pay the 
ceiling price? 

No such situation has been re- 
ported to Washington headquar- 
ters, it was said, but if one should 
arise the regional office is em- 
powered to make an umpire’s de- 
cision. 

Although procedures are subject 
to change, a fairly simple routine is 
available to hospital administra- 
tors. The current policy is to sell 
surplus war property as is, where is. 
Thus, if an Army hospital were to 
be dismantled in Idaho, Oregon, 
Montana or Washington, the prop- 
erty would be disposed of in that 
area, which happens to be Region 
XI. A hospital in Arizona or New 
Jersey would not know of the op- 
portunity. This is to avoid un- 
necessary shipping. 

All administrators are advised to 
keep in touch with their regional 
offices of the procurement division. 
The regions, regional offices and 
the name of each chief of the prop- 
erty utilization division are: 

REGION I—Connecticut, Maine, 
Massachusetts, New Hampshire, 
Rhode Island, Vermont—J. H. Far- 
rell, Park Square Building, Boston 
16, phone Hubbard 2870. 

REGION II—Pennsylvania, New 
Jersey, New York—Fred W. Young, 


76 Ninth Avenue, New York 11; 
phone Chelsea 38950. 
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REGION Ili—District of Columbia, 
Delaware, Maryland, North Carolina, 
Virginia—John D. Fox, 1229 Twen- 
tieth Street N. W., Washington 25; 
phone Executive 6400. 

REGION IV—Indiana, Kentucky, 
Ohio, West Virginia—Edwin J. Dowd, 
Eighth and Walnut Streets, Cincinnati 
14; phone Parkway 7160. 

REGION V-—lIllinois, Michigan, 
Minnesota, North Dakota, South Da- 
kota, Wisconsin—Eric I. King, Room 
300, 209 S. LaSalle Street, Chicago 4; 
phone Delaware 8300. 

REGION VI—Alabama, Florida, 
Georgia, Mississippi, South Carolina, 
Tennessee—Burton C. Graham, 10 
Forsyth Street Building, Atlanta 3; 
phone Walnut 5081. 

REGION VII—Arkansas, Louisiana, 
Oklahoma, Texas—R. N. Hanson, 609 
Neil P. Anderson Building, Fort 
Worth 2; phone 2-1287. 

REGION VIII—Iowa, Kansas, Mis- 
souri, Nebraska—Jonhn C. Crothers, 
Porter Building, Kansas City 2, Mo.; 
phone Westport 4903. 

REGION IX—Colorado, New Mex- 
ico, Utah, Wyoming—Eugene Cosslett 
(acting chief) 1030 Fifteenth Street, 
Denver 2; phone Keystone 4151. 


REGION X—Arizona, California, 
Nevada—F. G. Moyer, 335 Fell Street, 


San Francisco 2; phone Underhill 
1922. 

REGION XI—lIdaho, Oregon, Mon- 
tana, Washington—Charles H. Peter- 
son, 2005 Fifth Avenue, Seattle 1; 
phone Main 2782. — 

Hospital administrators are ad- 


vised by the procurement division 
in Washington to write to—or if 
possible to call on—the regional 
chief of property utilization. Not 
only is a maximum of decentraliza- 
tion practiced, it is pointed out, but 
“red tape” is cut to a minimum. 

Not much surplus property is yet 
available. For this reason, regional 
offices are prepared to accept re- 
quests for specific items and to 
notify the applicant when these are 
available. One large don’t is to be 
observed: Don’t simply ask to be 
notified when any surplus property 
is available, but be specific. The 
administrator who is not specific 
may innocently place himself in the 
company of the condemned specu- 
lator. 
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“i hae FUTURE policy and practice 
with regard to rationing, as 
expressed by Col. Bryan Houston, 
who is in charge of all rationing, is 
that rationing should be dropped as 
soon as is practicable. When supply 
becomes 85 per cent of consump- 
tion in any commodity, he believes 
it is a waste of time and effort to 
keep the restrictions on. Abundance 
can't be rationed. 

As supplies grow more plenti- 
ful, one item after another will be 
dropped from the ration list so that 
the country will come out of ra- 
tioning as it went in, one step at a 
time. But for many items, that time 
obviously is still many months 
away. 

» Reconversion of the typewriter 
industry on a quota basis, as origi- 
nally projected by WPB last fall, 
has been retarded by labor short- 
ages which will delay civilian type- 


- writer output. It is estimated on the 


basis of normal yearly output of 
400,000 to 700,000 machines, that a 
backlog of orders for 1,000,000 to 
1,400,000 typewriters has been built 
up during the two years that pro- 
duction of typewriters for civilian 
use has been banned. 


» A program for production of 
$27,000,000 worth of commercial 
laundry equipment was recently ap- 
proved by WPB, scheduled to be- 
gin early in April. Of this amount, 
approximately $10,000,000 worth, 
or about one-third of a normal 
year’s requirements, will be made 
available for civilian laundries. © 
» Although statistical data are lack- 
ing, there is every indication that 
Order M-317, covering cotton tex- 
tile distribution, has proved unsuc- 
cessful due to large high priority 
needs. Military requirements are in- 
dicated to be as large or larger than 
last year. Export quotas recently set 
up, and largely provided for at a 
fixed percentage of output under 
M-317, are not going to change for 
the better. It is very likely this or- 
der will have been further amended 
or completely revoked by the time 
this item appears in print. Other 
methods, such as increasing produc- 
tion, will be tried to overcome the 
shortage. 
WPB NOTES 

M-126, iron and steel, as amend- 
ed, permits use of steel in manufac- 
ture of awning frames and supports 
at the rate of 75 per cent of 1941 pro- 
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Insulin action Cimued to the 
needs of the day 


A single injection 


‘WELLCOME’ GLOBIN INSULIN WITH ZINC 


@ As the diabetic goes through the day, his insulin requirements vary. 
‘Wellcome’ Globin Insulin with Zinc provides an action timed to 
meet these changing needs. An injection in the morning is followed 
by rapid onset of action which is sustained for continued blood sugar 
control as the day wears on. Finally by night insulin action begins to 
wane, minimizing the occurrence of nocturnal reactions. 

Many moderately severe and severe cases of diabetes may be con- 
trolled with only a single, daily injection of ‘Wellcome’ Globin Insulin 
with Zinc. This new long acting insulin is a clear solution of uniform 
potency. In its freedom from allergenic skin reaction, it is comparable 
to regular insulin. This advance in diabetic control was developed in the 
Wellcome Research Laboratories, Tuckahoe, N. Y.U. S. Pat. 2,161,198. 


Vials of 10 cc. 80 units in 1 cc. 
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duction, and permits the use of steel 
in commercial size mop wringers. 
It also continues permission to man- 
ufacture steel ‘laundry tags and 
badges which otherwise would have 
been prohibited by revocation of 
L-91. 

L-13-A, as amended, permits use 
of iron and-steel to produce metal 
visible reference panels for general 
office and. institutional use to the 
extent of 4o per cent of the amount 
used for this purpose in the year 
ended June 30, 1941, in addition to 
iron or steel used to fill military 
orders. ; 

L-23-c, as amended removes re- 
strictions which limited the weight 
of iron and steel permitted in 
domestic cooking appliances and 
domestic heating stoves, and dis- 
continues restrictions prohibiting 
use of alloy steel in these products. 

L-30-A, Direction 2, provides a 
supplementary quota of iron and 
steel for use in the second quarter 
of 1944 by manufacturers of gal- 
vanized pails and buckets, wash- 
tubs, wash boilers, funnels, fire 
shovels, and storage cans for petro- 
leum products, to permit them to 
use the iron and steel at the same 
rate as in the first quarter of 1944. 

M-1-C, as amended, permits the 
use of low-grade aluminum ingot 
for top-burner heads for stoves and 
ranges. 

L-190, as amended, revises sim- 
plification schedules for baby-weigh- 
ing scales and portable beam and 
built-in floor scales, to permit use 
of metal where formerly only wood 
was permitted. 

L-259, as amended, relaxes restric- 
tions on the manufacture and sale of 
physical therapy equipment. Ultra- 
violet radiation equipment, infra- 
red generators and electric bakers 
may now be sold or rented to the 
public upon written prescription of 
a physician. 

L-103-B, as amended, permits the 
use of aluminum, within quota lim- 
its, for glass container closures by 
packers of food and medical prod- 
ucts, which were customarily pack- 
aged with aluminum closures be- 
fore restrictions were imposed on 
that metal. 

L-140-B, as amended, permits flat- 
ware manufacturers to use chrome 
stainless steel, other than that ob- 
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tainable from distress stocks, in 
making knives, forks, dessert spoons, 
and teaspoons for sale to hospitals 
and other institutional users of flat- 
ware. 


L-140-A, as amended, permits the 
use of non-nickel stainless steel for 
such types of cutlery as were for- 
merly made of the material, within 
the restrictions as to the patterns 
which manufacturers are at present 
permitted to make. 


M-124, as amended, extends to 
October 1, 1944, the unrestricted 
manufacture and distribution of 
synthetic rubber thread. 


M-239, as amended, relaxes in- 
ventory restrictions on steatite talc, 
and tightens inventory restrictions 
on the New York State variety. 

L-75, as amended, simplifies re- 
strictions controlling distribution 
of Class A coal stokers for heating 
large buildings. Sales of these stok- 
ers for approved installation in 
projects authorized by preference 
ratings may now be made without 
specific authorization from WPB. 
All other sales must be authorized 
on Form WPB 1319, and applica- 
tions for such authorization must 
be filed with the appropriate WPB 
field office. Approval on Form WPB 
1319 will constitute authority to be- 
gin construction if the total cost— 
stoker plus installation—is not more 
than $5,000. If the total cost ex- 
ceeds $5,000, applicants should ap- 
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ply for authorization to purchase 
and install a Class A stoker on reg- 
ular construction application forms 
GA 1456 or WPB 2806. 

L-30-B, as amended, permits re- 
sumption of production of en- 
ameled dippers and metal covers 
for enameled steam table pans, and 
increases number of permitted sizes 
of enameled sauce pans, sauce pots, 
emesis basins, bedpans, and instru- 
ment trays. However; since iron and 
steel quotas previously assigned to 
manufacturers of enameled ware re- 
main unchanged, this does not mean 
an over-all increase in production. 
Bedpans and emesis basins may be 
made in two sizes each, as compared 
with only one previously. Instru- 
ment trays may be made in four 
instead of two sizes. 

L-266, as amended, permits unre- 
stricted use of copper and copper 
base alloys in all types of sterilizer 
equipment except non-pressure in- 
strument sterilizers. Relaxation of 
restrictions on the use of copper 
and copper base alloys will result in 
better products and save manpower. 
Some restrictions are retained for 
non-pressure type instrument steri- 
lizers. Types of sterilizer equipment 
no longer subject to any restrictions 
on the use of copper and copper 
base alloys include non-pressure 
utensil sterilizers, baby bottle pas- 
teurizers, and sterilizers, bedpan 
steamers, boiling type bedpan steri- 
lizers, and bedpan washers. 


PURCHASING AGENT 


Six Basic Points in Prontty Buying 


gee new in the field of hos- 
pital purchasing will at first 
find it rather confusing, even dis- 
couraging, to procure supplies and 
equipment under the provisions 
and regulations of the priority sys- 
tem. A little study and an open 
mind, however, can readily give a 
more lucid picture of this plan 
which on the surface appears to be 


_intricate and involved. 


There are at least six essentials 
which the purchasing agent must 
know in order to simplify in his 
own mind the various regulations 
and to be able to operate intelli- 
gently under the priority system. 

1. He must be generally familiar 


WALDO W. BUSS 


PURCHASING AGENT OF UNIVERSITY 
HOSPITAL, ANN ARBOR, MICH. 


with the intent and purpose of the 
War Production Board. This board 
was created to conserve and direct 
into proper channels the critical 
materials needed to carry on war 
and essential civilian production. 

A system was necessary to give 
one industry preference over an- 
other in order to put the business 
of winning a war into the fore- 
ground. The priority system pro- 
vides preference ratings for ma- 
terials and equipment, according to 
essentiality. It also sets up restric- 
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the trick is 


Properly distilled water is not only sterile but 
pyrogen-free. In using it to make parenteral 
solutions the most critical problem is to avoid 
contamination of the finished product. Warner 
research has provided the answer: pure ingredi- 
ents; strictest technical precautions; exception- 
ally accurate biologic testing. 

William R.Warner & Co., Inc. has conducted 
biologic pyrogen tests on its sterile solutions 


since 1934, anticipating the official U.S. P. XII 


to keep it that way 


requirement by eight years. The current Warner 
technique is exceptionally refined and in many 
instances reveals borderline pyrogenic solutions 


not detectable by the official method. 


Warner Ampul medications are prepared 
with the purest ingredients and the most uncom- 
promising supervision. Specify Warner Ampuls 
for purity and safety. ... 

William R. Warner & Co., Inc., 113 West 18th 
Street, New York 11, N. Y. and St. Louis, Mo. 
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tions, called “limitation and con- 
servation orders,” to deal with spe- 
cific items which are scarce and 
critical. These orders place restric- 
tions on the use of preference rat- 
ings, and also serve to allocate and 
restrict the use of materials. 

In many cases it is necessary to 
make application to the War Pro- 
duction Board for specific require- 
ments. It is important to remember 
that the things we feel are essential 
to our immediate needs may be 
much more necessary to the war 
effort as a whole; therefore, when 
we appeal to the War Production 
Board for priority assistance and 
are denied our requests, we should 
be tolerant in our criticisms. 


2. The purchasing agent should 
be familiar with the provisions and 
regulations of Controlled Materials 
Regulations 5A. The purpose of 
this group of regulations is to pro- 
vide hospitals and other similar in- 
stitutions with a uniform procedure 
for obtaining maintenance, repair, 
and operating supplies. These reg- 
ulations are used by almost every 
hospital and certainly should be 
studied thoroughly in order that 
general operations will not be ham- 
pered by failure to apply the prop- 
er ratings and certifications to pur- 
chase orders. 


3. He should have firmly in mind 
the rules governing Priority Regula- 
tions No. 3. This states clearly how 
preference ratings should be used. 
It gives the types of purchase or- 
ders that are permitted to carry a 
rating and how the rating may be 
applied, and it provides a list of 
commodities for which ratings may 
not be used. The text of this regula- 
tion should be used as a reference 
before applying any rating. Sales 
representatives may influence the 
purchasing agent to use ratings 
which are incorrect. This abuse 
causes certain useful priority regu- 
lations to go into oblivion and is 
wholly unethical. 


4. He must know the provisions 
of Preference Rating Order P-43 
and Limitation Order L-144, which 
concern the purchase of laboratory 
equipment and supplies. The pur- 
pose, in brief, of P-43 is to provide 
priority assistance to research lab- 
oratories and to laboratories used 
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for instruction. L-144 restricts the 
use of the rating assigned by P-43 
in that certain critical items must 
be specifically approved by the War 
Production Board before this rating 
may be extended to the supplier. 
Most hospitals maintain laborato- 
ries which are constantly in need of 
supplies and equipment. It is there- 
fore highly important to study the 
above orders in detail. 


5. Purchasing agents of hospitals 
that are either constructing new 
units or making alterations should 
also be acquainted with Restriction 
Order L-41 and WPB Form No. 
617. The restriction order limits the 
amount of construction which may 
be done and also regulates the ex- 
tent to which alterations may be 
made. Form No. 617 is to be used 


when applying for such requests. 


6. The purchasing agent should 
compile a file of information on the 
various priority orders issued by the 
War Production Board in order to 
be familiar with the ever-changing 
rules and regulations. Close con- 
tact with the local office is particu- 
larly advantageous. It is well to be 
on the agency’s mailing list for 
copies of all new regulations and. 
amendments. Many hospital pur- 
chasing departments find that sub- 
scribing to a priority bulletin serv- 
ice is particularly helpful. 

It is fully as important for the 
hospital purchasing agent to be 
well informed on the matter of ap- 
plying preference ratings to pur- 
chase orders as it is to have correct 
specifications. 
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Should all hospitals have a stand- 
ardized list of surgical instruments 
—or should the hospital order any 
non-standard instruments the sur- 
geon feels he may need? 

Hospitals should have a stand- 
ardized list of surgical instruments. 
They should also have such other 
instruments as may be required by 
surgeons. The individual operator 
is best qualified to make a decision 
regarding the type of instrument 
adapted for a particular operation. 
The so called non-standard or spe- 
cial instrument of today may be 
our standard of tomorrow.—H. A. 
Haynes, M.D., director of Univer- 
sity Hospital, Ann Arbor, Mich. 


How have your nurses met the 
problem of shortage of nurses’ 
watches? 

We have experienced no difh- 
culty in obtaining watches for our 
nursing staff. Fortunately, the man 
who undertakes the financial prob- 
lems of this hospital is a large buyer 
of wholesale jewelry.—J. K. Goop- 
RICH, M.D., administrator of River- 
view Hospital, Wisconsin Rapids, 
Wis. 

When a full-time pharmacist is 


employed, who should buy the 
drugs? 


If a registered, competent full- 
time pharmacist is employed by the 
hospital, he should buy the drugs, 
as he is supposed to know more 
about them than any other person 
in the hospital. When drugs are 
purchased in any great amount, he 
should of course consult with the 
superintendent, who should sign 
the order. 

Of course the medical board 
should pass on the quality of drugs 
purchased. If any unusual or very 
expensive drugs are called for, espe- 
cially those not in the hospital for- 
mulary, the medical board should 
be consulted. 

A number of hospitals, joining 
together, can often save money by 
combining purchases. In this com- 
munity recently we were able to 
buy aspirin tablets at a very low 
price by taking 25,000 of them. 
These were divided among four 
comparatively small hospitals, the 
head pharmacist of one making the 
negotiation and distribution. 
—CHARLEs H. Younc, Superintend- 
ent of The Stamford (Conn.) Hos- 
pital. 

ee I think the pharmacist should 
by all means do the buying unless 
the purchasing agent is a registered 
pharmacist. Our pharmacist does 
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Central Sterilizing Plant Recessed Installation 





Operating Room Sterilizers on Wail Brackets 


CLIMAX STERILIZERS 


A Sterilizer Outfit for shipboard use. 
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—AND ASEPTIC 
STEEL FURNITURE 


Here are representative CLIMAX instal- 
lations serving army, navy and _ civilian 
needs. Efficient, durable and excellent in 
appearance, CLIMAX sterilizers and 
Aseptic Steel Furniture reflect 46 years of 
manufacturing experience, engineering skill, 
and understanding of hospital problems. 
CLIMAX installations that have stood up 
for twenty-five years are not unusual... . 
Ahead of war schedules, part of our facili- 
ties are now available for civilian hospital 
requirements. Write us for engineering data 
and full information about our complete 
line of CLIMAX sterilizers, disinfectors, 
aseptic steel furniture, operating room 
equipment, instruments and supplies. 


Orbit Bedpan Washers and Sterilizers 


THE HOSPITAL SUPPLY COMPANY 


155 EAST 23RD STREET 


Disinfector-Sterilizer for bedding, clothing 


and industrial products. 


Established 1898 


Chime : 


STERILIZERS 





NEW YORK 10, N. Y. 


Operating Room Equipment. Everything in 


surgical steel furniture 
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the purchasing. We issue all con- 
firmations in triplicate. We give 
her the original copy. She clears all 
bills and invoices through me. I 
check and compare prices.—T. G. 
PeNnbLEY, Georgia Baptist Hospital, 
Atlanta, Ga. 

ee The pharmacist should con- 
sult with his superintendent, but 
he can be given a free hand in or- 
dering those drugs that are com- 
monly used. Most pharmacists do 
not stock pharmaceuticals from 
certain houses, but attempt to deal 
with the most reputable concerns. 
This enables them to know the 
amounts and times when these pro- 
ducts should be ordered. By con- 
sulting with his pharmacist, a super- 
intendent can keep abreast of con- 
ditions, and still allow the phar- 
macist to proceed with the purchase 
of drugs.—H. M. Grinssurc, M.D., 
director of General Hospital of 
Fresno County, Cal. 

We have found that salsmen ask 
us for a priority for the purchase of 
furniture and state that we can use 
our AA-1 under MRO. We disagree 
with them on this and have refused, 
on every occasion, to give it because 
it is prohibited. (Refer to List B PR3 ). 
We are informed that AA-1 is used 
indiscriminately for the purchase of 
furniture. 

Our. purchasing department, 
called the Glendale Mercantile 
Company, does the purchasing for 
the Glendale Sanitarium and Hos- 
pital. It has connections with all 
leading furniture supply houses in 
the city and part of Los Angeles. 
Our purchasing agent tells me that 
nc furniture salesman has ever 
asked him to provide a priority for 
the purchase of furniture.—H. B. 
THomas, general manager of Glen- 
dale (Cal.) Sanitarium and Hos- 
pital. 


With many canned juices rationed 
and shortage of help in the dietary 
department which makes preparation 
of large amounts of fresh juices dif- 
ficult, how have you met the situa- 
tion? 

We juice fresh oranges, drawing 
on our stock of pineapple juice and 
using some dry beverage of different 
flavors when obtainable.—C. J. Hes- 
SEL, business manager of Research 
Hospital, Kansas City, Mo. 


ee First we cut the amount of 
fresh and canned juices that were 
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given without- charge. Then we 
used point-free apple juice and 
some of the concentrated citrus 
juices, which had a very low point 
value, or at times were point-free. 
We also stocked up on grapefruit 
juice while it was point-free.— 
MARGARET CowpeN, director of 
dietetics, Michael Reese Hospital, 
Chicago. 


What stamps are to be removed 
from the ration books of those pa- 
tients and employees who are re- 
quired to turn them in? 


General Ration Order 5, Section 
17.1 (d), as recently amended pro- 
vides that an_ institutional user 
(other than a Group I establish- 
ment) must remove from war ration 
books turned over to him sugar 
stamps which expire while he has 
them. For each week of seven con- 
secutive days during which the per- 
son who turned over the book lives 
on the premises, and takes eight or 
more meals, he must remove 10 
points of stamps currently valid for 
processed foods and 10 points of 
stamps currently valid for meats 
and fats. However, for each two 
weeks during which that person 
lives in his establishment, the insti- 
tutional user must remove 30 points 
of stamps currently valid for meats 
and fats.—JosEpH B. Kovarik, act- 
ing district rationing attorney, Chi- 
cago Metropolitan Area. 


Would it be practical to purchase 
a deep therapy unit at the present 
time because of the fact that, due 
to the war many new features may 
be brought out in the postwar x-ray 
equipment? 


I consulted our roentgenologist 
and a number of x-ray firms for a 
somewhat authoritative opinion. 
All indicate they hardly believe 
there can be sufficiently drastic 
changes in the immediate postwar 
period to warrant delay in purchas- 
ing deep therapy apparatus. I feel 
that I should warn you that, in 
May 1943, the Newton Hospital 
completely re-equipped its x-ray de- 
partment and added deep therapy. 
Accordingly, the points of view of 
those I consulted, as well as my 
own, may reasonably be presumed 
to be prejudiced.—GrERHARD Harrt- 
MAN, director, Newton Hospital, 
Newton Lower Falls, Mass. 


PERPETUAL INVENTORY 

Your question in Current Views 
(March Hospirats) had to do with 
a subject in which I am most 
interested, and which entails the 
activity of reorganizing the central 
storeroom and the institution of a 
perpetual inventory. Upon inquiry, 
I find that there is a discrepancy of 
opinion as to the effectiveness and 
practical use of a perpetual inven- 
tory in hospitals of less than 200 
beds, ours having 150. This divi- 
sion of opinion makes for some 
question on our part as to the ad- 
visability of proceeding with the 
original plan. I will be interested 
in what other readers have to say.— 
ALIcE E. Snyper, R.N., superin- 
tendent of St. Luke’s Hospital, 
Marquette, Mich. 
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Pennsylvania has been divided 
into six regional associations: Pitts- 
burgh Regional Hospital Associa- 
tion; Northwestern Regional Hos- 
pital Association for Oil City and 
vicinity; Central Regional Hospital 
Association for Harrisburg and vic- 
inity; Northeastern Regional Hos- 
pital Association for Wilkes-Barre 
and vicinity; Eastern Regional Hos- 
pital Association for Bethlehem 
and vicinity; Hospital Association 
of Philadelphia (informal group). 

Regional group meetings for the 
latter two are already under way. 
James E. Shipley, Pennsylvania 
state chairman, Committee for the 
Regional Development of Purchas- 
ing writes: “Our procedure has 
been to meet at a hotel for a 6:30 
dinner, and then adjourn to a room 
where the actual meeting lasts from 
two and one-half to three hours. 

“The meetings have been in the 
manner of a forum, and have been 
most beneficial in helping to solve 
the various problems of procure- 
ment with which we are faced, par- 
ticularby in these times of shortages, 
substitutions, priorities, rationing, 
free foods and standardization. 

“To those hospitals less fortunate 
in respect to availability, the com- 
mittee has offered to act as an in- 
formation clinic or clearing house, 
and to develop and disseminate 
such information as is required 
from the respective regional asso- 
ciations.” 
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THE way STERLING 

BURNISHERS KEEP SILVER- 

WARE BRIGHT AND SMOOTH 

HELPS BRING CUSTOMERS 
BACK AGAIN! 














Little things count as big in the food service business. 
Bright, smooth and attractive looking silverware may mean 
the difference between regular repeat business or your 
former customers saying, “Let’s eat somewhere else today.” 

Lucky is the restaurant or hotel these days that owns a 
Sterling Burnisher—efficient, reliable, easy to use. For 
others not so lucky, we hope soon to have burnishers 
available. Large scale production of Sterling equipment 
for the Armed Forces has helped improve our manufac- 
turing methods—and burnishers from our new line will 
be even better than past models. 


THE ANSTICE CO., INC., Rochester 9, N. Y. 


Established in 1884 


VEGETABLE PEELERS * DISHWASHERS * BURNISHERS + CANNING MACHINERY + FERROUS AND NON-FERROUS CASTINGS 
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McGILL SUMMARY ON COMMODITIES 
Prices and the Historic Trends 


| paren of the past are our only 
criterion, and as history has 
the tendency to repeat itself, it is 
worthwhile keeping in mind the 
correlation between business and 
prices during the 26-year period 
1914 through 1939. 

Not so long ago there was a for- 
mula which was religiously fol- 
lowed that proved to be quite reli- 
able. The records show that decade 
after decade since the turn of this 
century the stock market assumed 
leadership. An upward swing 
marked a signal for an expansion 
in industrial activity, and in the 
wake of that development com- 
modity prices usually strengthened. 
When the stock market turned de- 
finitely downward, business activity 
subsequently tapered off, and still 
later, commodity prices sagged. 

A recheck of specific high spots 
since the outbreak of World War I 
shows this formula to have re- 
mained sound despite gyrations of 
unprecedented magnitude. Even in 
the latter days of the late depres- 
sion business activity had reached 
an all-time high in 1937, and com- 
modity prices had advanced no less 
than 47 per cent from the low point 
of four years earlier. A setback oc- 
curred in 1938, and again commod- 
ity prices were under pressure, 
moving in alignment with the busi- 
ness trend. 


Since the outbreak of World War 
II in 1939, we have lived with the 
miracle of war production and gov- 
ernment controls. These controls 
have prevented any runaway ten- 
dency in the price structure. The 
records show that the composite 
upswing since the low point in 1939 
measures 65 per cent, but if the 
base year of 1926 is used to rep- 
resent 100, it is found that indus- 
trial commodities today stand at 
only 100.1 and agricultural com- 
modities at 100.5. From there, in- 
dividual groups graduate upward, 
with building materials, for ex- 
ample, at 120.7 and vegetable oils 
at 137.2. 

Such a comparison shows quite 
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HERBERT N. McGILL 


EDITOR, McGILL COMMODITY SERVICE, INC., 
AUBURNDALE, -MASS. 


clearly that whereas many groups 
have advanced in a conspicuous 
manner, there is no serious infla- 
tion in the price structure at the 
present time. It is a foregone con- 
clusion that controls will remain in 
effect for the duration and the 
early postwar era, and hence, as 
was the case throughout 1943, com- 
modity prices are destined to hold 
within narrow limits despite the in- 
flated position of over-all industrial 
activity, the bulk of which is di- 
rected toward war channels. Briefly, 
the end of the war will not find 
this country handicapped by undue 
price inflation. 

It is apparent that no startling 
events are on the docket for the 
near-term months, and a_ basic 
change cannot economically take 
place until world peace is an ac- 
tuality and not a prospect. There 
is no point in kidding ourselves 
that the current extremely high 
level of industrial activity is a 
sound criterion for the early post- 
war years. Under peace conditions 
at least 50 per cent of over-all pro- 
duction, based on the current rate 
of activity, will be wiped out. 

While reconversion will come 
easy for some industries, it will 
prove most difficult for others, and 
it is commonly agreed that the com- 
pletion of reconversion will require 
from one to two years. 

At low ebb of the initial postwar 
readjustment downward, we can 
visualize the price structure ruling 
10 to 15 per cent below current 
levels, which means the McGill In- 
dex would still be 40 per cent above 
the extreme low of 1939 and at the 
same time 11 per cent below the 
1926 base. 


Drugs and Chemicals 


No basic change has occurred in 
the underlying economic and sta- 
tistical position of drugs and chemi- 
cals in general. Demand keeps pace 


with production, but as pointed out: 
earlier, the end of the war will find 
supplies of drugs and chemicals in 
government hands of abnormally 
heavy proportions. There are many 
problems ahead, but for the dura- 
tion a relatively tight supply status 
is inevitable. 


Paper Products 


Production is holding up re- 
markably well, considering difficul- 
ties, but a serious condition is re- 
vealed by the WPB order establish- 
ing a preferred production status 
in order to assure some 60 types of 
paper and all types of container 
board for wartime uses. One thing 
is certain, with the government ab- 
sorbing 34 per cent of aggregate 
pulp supplies and consumption of 
paper products for civilian use lim- 
ited to only 28 per cent of total out- 
put, hardships are inevitable. Con- 
servation measures will remain un- 
til production of pulpwood and 
pulp is reestablished on a safety 
basis. It is best to make plans now 
for a real pinch by the late summer. 


Cotton Goods 


A critical shortage of cotton 
goods exists. Actual consumption of 
cotton for the first seven months of 
this season dropped to 5,902,170 
bales, in contrast to 6,502,880 a 
year earlier. Output this year, based 
on existing trends, will be only 
about 10 billion yards as compared 
with 12 billion two years ago. To 
correct diminishing output and to 
speed up production, the 48 hour 
work week will be adopted in the 
textile industry, and further, great- 
er consideration will be given to 
the price setup. 

We have contended right along 
that the sizeable decline in the pro- 
duction of cotton goods was not 
entirely attributable to the short- 
age of labor but reflected unfavor- 
able price differentials. Currently, 
there is a shortage of yarns. Output 
in some districts is off 20 per cent 
from year-earlier figures. 

What this all means is a shrink- 
age in per capita consumption and 
the ultimate rationing of textiles, 


‘unless corrective measures prove 


more potent than is indicated at 
the present time. The confusion 
and chaos in cotton goods will not 
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MONT R. REID 
OPERATING TABLE 


A Major Surgery Table—Completely 
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Head End Operated—Every Known 
Operating Position Easily Obtainable 


itt es 4 We have met the needs of the Army and Navy and 
Extreme tilt to either right or left. Side supports in place. 
are once again able to offer these fine tables for 
immediate shipment. Pre-war quality in every respect. 
A big, sturdy table with every modern feature. Head- 


end control, lateral tilt, counter-balance for ease of 


operation. Order now to be sure of early delivery. 


Max WocHER & SON Co. 


609 COLLEGE STREET 
rue Trendelenber 
Head low and tenia Mead ver pre, surgery. Remov- Cc | N c | NNA Tl 2 , oO H | oO 


able knee roller prevents cramping. 
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end abruptly. Thus, as stressed re- 
cently, make every endeavor to pro- 
tect forward needs. 


MONTHLY INDICES FOR HOSPITALS 


Apr. Apr. Apr. Apr. Apr. Apr. Apr. Apr. 
Coal 1936 1937 1938 1939 1940 1941 1942 1943 
Production of bituminous coal ait COMMODITIES!.... 74.0 86.2 70.3 67.3 71.0 79.0 97.2 104.8 
has forged ahead and for the first ; , 
two'months of this year aggregated Industrial 1.3 86.0 73.1 70.5 16.9 83.6 4.2 96.9 
106, cgaant witee—the liigieest ance | SO 66.4 82.2 58.1 55.1 65.3 67.3 88.9 100.9 
1540, . Livestock! 85.6 99.7 72.8 70.7 60.6 80.1 119.1 132.4 
1ga7—and compares with 95,949,000 80.2 85.5 12.3 68.6 71.6 77.9 98.7 108.4 
a year earlier. ue ya ogame Suntory Ratleyment®. ans» incu eae - OY WES WS 4D 989 
that aggregate demand for all fuels py ctory payrolls? — —— — 939 105.8 150.2 221.4 309.7 
will reach new peaks in 1944. Cost of Living? 97.8 101.8 100.9 99.1 99.8 102.2 115.1 124.1 


Whereas production is off to a 
good start, the visible stockpile is 
more than 22,000,000 tons less than 
a year ago. Due to the shortage of 
manpower, equipment, absentee- 
ism, comparatively limited trans- 
portation facilities, and seasonal 
forces, there is no current evidence 
that stocks will be built up to 
safety levels. Our studies indicate 
that the supply-to-demand ratio of 
solid fuels will remain exceedingly 
narrow for the duration. Under 
existing conditions there is no al- 
ternative other than to build up 
reserves without delay. 

Oil 

Authentic studies clearly show 
that total demand for all types of 
fuel oil this year will chronicle an 
extensive increase over the peaks 
chalked up last year. Despite the 
broad stimulation in crude oil out- 
put and refinery runs, residual fuel 
oil stocks in late March were down 
to 51,010,000 barrels as compared 
with 68,299,000 a year earlier. Gas 
oil and distillate stocks were placed 
at 31,808,000 barrels as compared 
with 32,933,000 last year. There are 
no signs now that supplies next 
winter will be any greater than in 
the season just closed. The only 
course is to maintain maximum re- 
serves permissible under existing 
conditions. 


Groceries 


Government controls, price ceil- 
ings, and rationing should hold the 
supply-demand ratio of staple gro- 
ceries within bounds, and obvi- 
ously, any change in the price struc- 
ture will prove of limited propor- 
tions. We call attention to the pos- 
sibility of a shortage of cocoa and 
even coffee in the early postwar era. 
Sugar supplies available to the 
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1McGill Index 
Bureau of Labor Index 


*Estimated 


tLatest weekly figure available 





United States are sufficient to bring 
about a growing controversy over 
the question: Should sugar ration- 
ing be maintained? 


Butter 


Production of butter has slumped 
in far greater proportion than the 
moderate curtailment in milk out- 
put. The aggregate for the first two 
months of this year was only 209,- 
711,000 pounds in contrast to 245,- 
087,000 a year earlier, and 265,685,- 
ooo three years ago. Rationing has 
resulted in a sharp expansion in 
cold storage holdings which are cur- 
rently at record levels for this 
period. Although government re- 
quirements and lend-lease ship- 
ments will absorb large quantities, 
the underlying situation is not as 
healthy as surface factors indicate. 
We continue to recommend a re- 
stricted purchasing policy. 


Cheese 


Cheese production has experi- 
enced a substantial nose dive since 
the record volume chalked up in 
1942. As in the case of butter, ra- 
tioning has permitted cold storage 
holdings to increase. Currently, the 
volume is substantially above aver- 
age, while the seasonal peak will 
not be reached until six or seven 
months hence. Government pur- 


chases for military and lend-lease 


are the dominating force. Govern- 
ment price schedules conform with 
seasonal trends, and under existing 
conditions there is hardly any alter- 
native other than to adopt a side- 
line buying position. 


Eggs 

The supply of eggs is a glut on 
the market. Cold storage holdings 
have increased in a conspicuous 
manner, and storage facilities will 
be overtaxed. Stocks of frozen eggs 
are of record-breaking proportions. 
The government support price has 
prevented price demoralization. 
Because production will exceed 
year-earlier figures for the better 
part of this year, it is advisable not 
to overextend in purchasing. How- 
ever, moderate commitments of 
good-quality April eggs on weak 
spots should be considered. 





Commonwealth Fund Gifts to 
Health Projects: $41,000,000 


The Commonwealth Fund, which 
recently appropriated $35,000 to 
the American Hospital Association 
for its postwar planning program, 
has contributed a total of more than 
$41,000,000 to various health proj- 
ects in the past 25 years. 

In a report on the activities of 
the foundation since its origin on 
October 17, 1918, Barry C. Smith, 
general director, said that the first 
grant was for war service. In fact, 
during the early years of the fund’s 
existence, its total appropriations 
were for war service and overseas 
relief. 

The foundation’s fields of inter- 
ests cover prevention of juvenile de- 
linquency, betterment of child 
health, development of rural hos- 
pitals, medical research, mental hy- 
giene and extension of public health 
services. 

Fourteen rural hospitals are now 
in operation because of contribu- 
tions from the Fund. 
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SURGICAL STITCHING INSTRUMENT 


In advising an operation, the surgeon's sole consideration is the restoration of his 
patient's health. However, the institution in which the surgery is performed faces certain 
inescapable economic factors, particularly under present war conditions. 

Among the sounder means of achieving economies in the surgical department, with 
—not less—but more consideration for the patient, is the routine use of the Singer 
Surgical Stitching Instrument. 

By replacing numerous individually threaded needles with a single instrument 
possessing suturing capacity usually sufficient for use in the average operation, nurses can 
be released from elaborate sterilizing, threading and clamping preparations. And since 
the surgeon carries the instrument in his own hand constantly while suturing proceeds, 
attendance of assistants at the operating table may be safely reduced — thus aiding 
a depleted personnel to carry on with increased efficiency. 

This new surgical instrument saves in material costs as well: It uses up considerably 
less suturing material, and employs a needle that lasts indefinitely. Any standard suture 
material may be employed, or any needle from a wide variety of available sizes, shapes, 
or styles—for use in either a deep or superficial field. 

The instrument is sterilized as a complete unit, and may be readily taken apart for 
cleaning, and reassembled. All parts are rust-resistant. 


Illustrated booklet. Write Dept. N-5 
Motion pictures demonstrating operative 
technique also available for group meetings, 
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SINGER SEWING MACHINE COMPANY, Surgical Stitching Instrument Division, 149 BROADWAY, NEW YORK 6, N. Y. 
Personal demonstration available at your local Singer Shop 


Copyright U. S, A., 1944, by The Singer Manufacturing Co. All Rights Reserved for All Countries. 
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The Bacon Library 


LABOR RELATIONS 


Seven New Books on the Shelf 


HE PERSONNEL question is very 
ice in the foreground these 
days, and the Bacon Library is as- 
sembling a collection of books con- 
cerning many phases of the subject. 
Seven of the most recent ones added 
are reviewed in this section. They 
are all available on loan for one 
month. 


Collective Bargaining Systems— 
A Study of Union-Employer Re- 
sponsibilities and Problems—by F. 
C. Pierson; American Council on 
Public Affairs, Washington, D. C.; 
$3.50. 227 p. 

George W. Taylor, vice chairman 
of the National War Labor Board, 
says in his introduction to this book 
“There are strong reasons for be- 
lieving that collective bargaining 
in the United States has today at- 
tained the stature of a recognized 
institution. This study by Professor 
Pierson is chiefly concerned with 
the question of how the fulfillment 
of union and employer responsibili- 
ties is related to the degree of ac- 
ceptance of the collective bargain- 
ing principle and to the type of 
agreement which has been con- 
summated. The study shows, for 
example, that a union commitment 
to forego strikes may become value- 
less, no matter how good the inten- 
tion unless coupled in the contract 
with a well conceived grievance 
procedure section.” 

There is an excellent chapter on 
the law of union agreements in- 
cluding a review of the legal as- 
pects of the problem of union 
agreement violations. 


The Development of Labor Rela- 
tions Law, by W. L. McNaughton, 
M.D.; American Council on Public 
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Affairs, Washington, D. C.; $3. 
197 P- 

This book covers the field of la- 
bor relations and the law concern- 
ing rules of collective bargaining. 
In addition to the discussions per- 
taining to rights of employers and 
employees, there are two chapters 
about laws which protect the in- 
terests of the public. The decade 
covering the 1930s saw increased 
reliance by labor on the govern- 
ment. For the first time, those col- 
lective bargaining rights about 
which so much had been said by 
the legislatures and courts, were ac- 
tually granted to labor. As the per- 
iod closes, however, a reaction has 
been noted against governmental 
interference with certain long held 
rights of employers. 


Salaries, Wages and Labor Rela- 
tions, by J. O. Hopwood; Ronald 
Press, New York; $2.50. 124 p. 

It has been taken for granted 


that salaries and wages are just the | 


prices or “going rates” paid in a 
community for labor of various 
kinds. This theory is obsolete from 
the standpoint that people work, 
not in industry at large, but as in- 
dividuals employed in enterprises. 

Administrators must be informed 
on the jobs of all people in the 
oganization, how they should be 
evaluated and how standards of 
compensation should be established 
with respect to these evaluations, 
individual competencies, and the 


‘income available for distribution 


via the payroll. 

The book discusses the problems 
of job analysis, job evaluation, job 
classification with respect to the 
compensation paid. There are many 
charts and tables such as: chart of 


service grades and rate charges; 
comparison of job requirements; 
employee service record blank, per- 
formance rating scale. 


Management, Labor and Tech- 
nological Change, by J. W. Riegel; 
University of Michigan Press, Ann 
Arbor; $2.50. 187 p. 

The Bureau of Industrial Rela- 
tions at the University of Michigan 
undertook to study the administra- 
tion of technological change be- 
cause of two types of undesirable 
consequences; first, the occasional 
friction between employers and em- 
ployees; second, tendency of some 
employees to prevent specific types 
of technological progress which on 
the whole were socially desirable. 


The bureau decided also to re- 
view a number of collective agree- 
ments having clauses which per- 
tained to the introduction of new 
methods. There are two chapters 
dealing with managerial organiza- 
tion for methods improvement and 
with the obtaining of employee co- 
operation in methods improvement. 
One paragraph is worthy of quota- 
tion because of the emphasis placed 
on the T. W. I. program: “Several 
executives tried to meet the scepti- 
cism of some of their employers who 
questioned whether any technician 
could tell them how to do their 
work better. The executives pointed 
out that a technician was experi- 
enced in studying work and in 
noting the number, length and di- 
rection of the motions involved. 
Like an athletic coach, it was said, 
he could devise improvements in 
methods even though he was not an 
expert in performance.” 


Training Workers and Super- 
visors, by Charles Reitell; Ronald 
Press, New York; $1.50. 182 p. 

Inasmuch as the field of person- 
nel management in hospitals has 
not been the subject of much writ- 
ten material, hospital administra- 
tors must carry over the experiences 
of industrial personnel directors 
into their own provinces. The prob- 
lems of recruitment and selection, 
job requirements and rating, and 
the training program are sufficiently 
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St. Louis, Mo. 
American Hospital Supply Corp. Chicago, Ill. 
American Laundry Machinery Co. Cincinnati, O. 
Ameri Radiator and Standard Sanitary Corp. 
Pittsburgh, Pa. 
American Sterilizer Company Erie, Pa. 
Applegate Chemical C y Chicago, Illinois 
pany Lancaster, Pa. 
Danbury, Conn. 
Bridgeport, Conn. 
Chicago, Illinois 
Rutherford, N. J. 
Weehawken, N. J. 
New York City 
Milton, Wisconsin 
Chicago, Illinois 
Charlotte, N. C. 
Ludington, Mich. 
Rochester, New York 
Dunedin, Florida 
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Chicago, Illinois 
New York City 
Jersey City, N. J. 
Boston, Mass. 
Elyria, Ohio 
Hartford, Conn. 
Brazil, Indiana 
Lakewood, Ohio 
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Armstrong Cork C 
Bard-Parker Company, Inc. 
Bassick Company, The 

Bauer & Black 

Becton, Dicki and Company 
S. Blickman Company, Inc. 
Bruck’s Nurses Outfitting Co., Inc. 
Burdick Corporation, The 

Burrows Company, The 

Carolina Absorbent Cotton Co. 
Carrom Industries, Inc. 

Castle Company, Wilmot 

Citrus Concentrates, Inc. 

A. M. Clark Co. 

Clark Linen & Equipment Co. 
Clay-Adams Co., Inc. 
Colgate-Palmolive-Peet Co. 
Warren E. Collins, Inc. 

Colson Corporation 

Colt's Patent Fire Arms Mfg. Co. 
Continental Car-Na-Var Corp. 
Continental Hospital Service, Inc. 
Crane Company Chicago, Illinois 
Davis and Geck, Inc. Brooklyn, New York 
J. A. Deknatel &Son,Inc. Queens Village,L.I.,N.Y. 
Denoyer-Geppert Company Chicago, Illinois 
DePuy Manufacturing Company Warsaw, Indiana 
Doehler Metal Furn. Company New York City 
Dunlop Tire and Rubber Company Buffalo, N. Y 
Effervescent Products, Inc. Elkhart, Indiana 
Eichenlaub's Pittsburgh, Pa. 
J. H. Emerson Company Cambridge, Mass. 
Faultless Caster Corporation Evansville, Indiana 
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Kiel Municipal Auditorium, St. Louis, Mo., where Catholic Hospital 
Association Convention will be held May 22-25, 1944. 


Elkhart, Indiana 

y Philadelphia, Pa. 
Garwood, N. J. 
New York City 
Columbus, Ohio 
New York City 

New York City 
Newark, New Jersey 
New York City 
Batesville, Indiana 
St. Joseph, Missouri 
Troy, Ohio 

Boston, Mass. 

New York City 
Chicago, Illinois 
Chicago, Illinois 
Huntington, Indiana 
Chicago, Illinois 
Chicago, Illinois 
Palmer, Mass. 

New Brunswick, New Jersey 
New York City 
Covington, Kentucky 
Rome, New York 
Albany, New York 
Adrian, Mich. 

New York City 
Chicago, Ill. 


Troy, New York 
New York City 
Newark, New Jersey 
Dubuque, lowa 
Chicago, Illino is 
Chicago, Illinois 
Cleveland, O. 
Chicago, Ill. 
Chicago, Illinois 
Willard, Ohio 


Finnell System, Inc. 
Franklin R h Comp 
General Cellulose Co., Inc. 
General Foods Sales Co., Inc. 
D. L. Gilbert Company 
Goodall Worsted Company 
Frank A. Hall and Son 
Hanovia Chemical Company 
Harold Surgical Corporation 
Hill-Rom Company 

Hillyard Company, The 

Hobart Manufacturing Co., The 
Holtzer-Cabot Electric Co. 
Hospital Equipment Corp. 
Hospital Management 
Hospital Topics and Buyer 
Huntington Laboratories, Inc. 
Institutions Magazine 
Inland Bed Company 
Jarvis and Jarvis, Inc. 
Johnson and Johnson 

H. L. Judd Co., Inc. 
Kelley-Koett Mfg. Co 
Kent Company, Inc., The 
Kenwood Mills 
Kewaunee Mfg. Co. 
Samuel Lewis Company, Inc. 
Liquid Carbonic Corp. 

(Medical Gas Division) 
Marvin-Neitzel Corporation 
Meinecke & Co., Inc. 

Mennen Company, The 
Midland Laboratories 

Modern Hospital Publishing Co. 
V. Mueller & Company 

Ohio Chemical and Mfg. Co. 
Oxygen Equipment and Service Co. 
Physicians’ Record Company 
Pioneer Rubber Company, The 








SEALS ON EXHIBITS OF THESE MEMBERS 


Chicago, Illinois 
Cleveland, Ohio 
Philadelphia, Pa. 
Milwaukee, Wisconsin 
Chicago, Illinois 
Chicago, Illinois 

St. Mary's, Ohio 
Madison, Wisconsin 
New York City 
Columbus, Ohio 
Indianapolis, Indiana 
New Haven, Conn. 
Chicago, Illinois 
Chicago, Illinois 

St. Louis, Mo. 
Chicago, Illinois 

Long Island City, New York 
Milwaukee, Wis. 
Charlotte N.C 


Puritan Compressed Gas Corp. 
Republic Steel Corporati 
Rhoads and Company 
Will Ross, Inc. 
Leon S. Rundle & Son 
Safety Gas Machine Co., Inc. 
St. Mary's Woolen Mfg. Co. 
Scanlan-Morris Company 
Schering and Glatz, Inc. 
F. O. Schoedinger 
Schwartz Sectional System 
Seamless Rubber Co., The 
Ad. Seidel and Sons 
John Sexton and Company 
Shampaine Company 
Simmons Company, The 
J. Sklar Mfg. Co. 
Snowhite Garment Mfg. Co. 
Southern Hospitals Magazine 
Spring-Air Mattress Company 
Standard Apparel Company 
Standard Electric Time Company 
Stanley Supply Company 
Thorner Brothers 
Troy Laundry Machinery Division 
(American Machine & Metals, Inc.) East Moline, Ill. 
Union Carbide & Carbon Company New York City 
United States Gutta Percha Paint Co. Providence, R. |. 
U. S. Hoffman Machinery Corp. New York City 
Vestal Chemical Laboratories, Inc. St. Louis, Mo. 
Vollrath Company, The Sheboygan, Wisconsin 
Edward Weck & Co. Brooklyn, N. Y. 
C. D. Williams and Company Philadelphia, Pa. 
Williams Pivot Sash Company Cleveland, Ohio 
Wilson Rubber Company Canton, Ohio 
Max Wocher and Son Co. Cincinnati, Ohio 
Wyandotte Chemicals Corp. Wyandotte, Mich. 
(J. B. Ford Division) 
Zimmer Manufacturing C y Warsaw, Indiana 








Cleveland, Ohio 
Springfield, Mass. 
New York City 
New York City 
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similar to make possible this adap- 
tation. There is a particularly good 
discussion of application forms, 
means of discovering workers’ abili- 
ties, and the interview. 


The importance of human rela- 
tions and morale is emphasized. 
Very wide differences exist among 
companies in their understanding 
of human relations. One gets “the 
feel” of how well or poorly a par- 
ticular organization is handling the 
problem of human relations the 
very moment one gets acquainted 
with the organization. 


“Management of Manpower,” by 
Asa S. Knowles, dean of the school 
of business administration, Rhode 
Island State College, and Robert D. 
Thomson, associate professor of in- 
dustrial management, Northeastern 
University; The MacMillan Co., 
New York; $2.50. This textbook, 
covering the fundamentals of in- 
dustrial personnel relations has 
been added to the Bacon Library 
shelves. 


The chapter headings are: Or- 
ganization and morale, safety and 
health, selection and training, mo- 
tion study and the worker, time 
study, job evaluation, merit rating, 
and employee compensation. 


While the text is directed to per- 
sonnel managers of large industrial 
plants, it includes information 
which should be valuable to any 
employer with a fairly large pay- 
roll, who is anxious to increase the 


effectiveness of his available man- 


power. 


Survey of Positions and Salaries. 
The Milwaukee County Civil Serv- 
ice Commission has compiled a re- 
port that is of great interest to 
hospital administrators. It is a sur- 
vey of hospitals and institutions of 
300 beds and over in g states with 
respect to the following positions 
together with the salaries of: at- 
tendants, hospital maids, nurse’s 
aides, hospital orderlies, housemen, 
institutional maids, laundry work- 
ers, graduate nurses. A total of 
47,020 positions is covered and the 
states represented are: California, 
Illinois, Indiana, Iowa, Michigan, 
Minnesota, New York, Ohio and 
Wisconsin. The types of institu- 
tions surveyed are: general, tuber- 
culosis, mental; both public and 
private ownership. 
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Replies to Library 
Service Inquiries 


1. I am informed that you have 
on file typical plans for small hos- 
pitals. This county plans to con- 
struct a small hospital when feasible 
and we wish to assemble some in- 
formation on the subject. We have 
in mind a building of about twenty 
beds. Would be glad if you will tell 
us what you have on the subject. 


2. I am chairman of the hospital 
section of the county council for 
postwar planning. We contemplate 
building a fifty-bed fireproof, noise- 
proof hospital soon after the close 
of the war. We have been informed 
that you can furnish us a package 
library and we will be very grateful 
if you will send us one. 


»» These two letters are typical of 
several that have come into the 
library recently. There is a con- 
siderable amount of material on 
this subject and package libraries 
of fifteen articles which discuss both 
the general question of planning 
the small hospital and specific hos- 
pitals which have been built. In 
the latter articles, plans and illus- 
trations are of interest. The new 
book published by the Common- 
wealth Fund entitled “The Small 
Community Hospital” and written 
by H. J. Southmayd offers many 


_excellent suggestions. The library 


has in its collection of blueprints 
the plans for several hospitals in 
this size group. The original plans 
are not circulated, but photostatic 
copies can be made and sent out. 


ON OPERATION OF THE 
HOSPITAL STOREROOM 

1. I am writing to you requesting 
information regarding the organi- 
zation and operation of a hospital 
storeroom. We are in the process 
of establishing procedures for our 
storeroom and your assistance in 
furnishing us with this data will be 
very much appreciated. 


2. I have employed a man to act 
as hospital buyer and storekeeper. 
He has had a lot of good business 
experience and is very anxious that 


‘his work here should be on the 


most approved lines. He has asked 
me to find out if there are available 
books or articles which would be 
helpful to him. Anything you can 
send that will be of assistance will 
be appreciated. 


»» In addition to 10 good articles 
appearing in hospital magazines on 
the storeroom, there is also the 78- 
page book by Nellie Gorgas and 
published by the American College 
of Hospital Administrators called, 
“The Storage and Issuance of Hos- 
pital Supplies.” A report from the 
first annual institute on hospital 
purchasing held in Baltimore in 
1941 has many of the papers pres- 
ented there. Articles concerned with 
various phases of hospital purchas- 
ing—for example, performance tests, 
perpetual inventories, standardiza- 
tion and simplification of supplies 
as well as the several methods used 
in buying—were sent in answer to 
the last inquiry. 


WANTED: INFORMATION 
ON ANNUAL REPORTS 

Will you kindly send us copies of 
yearly reports from a few of the 
hospitals? We are planning to get 
out some sort of a report and are 
anxious to see how other hospitals 
go about this matter. Will you 
please send me any information 
you may have on annual reports 
from hospitals. 


»» There is a limited number of 
articles written on the subject of 
annual reports, but an answer to an 
inquiry of this sort includes some 
annual reports from other hospitals 
of comparable size. An annual re- 
port has two purposes: One is to 
inform the board and other inter- 
ested people of the work done 
during the year together with a 
financial and statistical report; the 
other is to create further interest in 
the hospital on the part of the com- 
munity at large. Different methods 
are used in fulfilling these two func- 
tions but one report can consoli- 
date the two with the use of picto- 
graphs, pictures and charts to 
illustrate the services of the hos- 
pital. 


PAMPHLET FOR 
NEW EMPLOYEES 

We are planning to publish a 
pamphlet for the guidance and in- 
struction of new employees. Will 
you please send us any literature 
available. 


»» The library has a collection of 
employee manuals obtained both 
from hospitals and business con- 
cerns. These are loaned and should 
provide ideas in setting up manuals 
for hospital employees. 
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Wembers in Service 


LETTERS 


from Absentees in Uniform 


to the FAMILY ALBUM 


Bigs W. H. More.anp, whose 
activities were reported briefly 
by Mrs. Moreland in the April 
Family Album, sends the following 
additional information from his 
new post overseas: 


“Although various elementary 
forms of military government have 
been employed by the U. S. Army 
in previous wars in which occupa- 
tion of enemy territory has been 
involved, in the present war a de- 
tailed and inclusive plan for the 
administration of enemy areas has 
been drawn up and, in conjunction 
with the British military authori- 
ties, will be put into effect at the 
proper time. Men especially select- 
ed for this work and trained in the 
administration, government and re- 
habilitation of enemy areas are 
now ready to move in with the 
combat troops. 

“These men will (1) aid the 
combat troops by taking over im- 
mediately the burden of caring for 
the civilian population, establish- 
ing ordinances and regulations and 
restoring order in cities, towns and 
rural areas; (2) assist in the move- 
ment of troops and supplies to the 
front; (3) secure the assistance of 
enemy civilians in promoting the 
Allied war effort; (4) establish law 
and order behind the lines, elimi- 
nate espionage and sabotage, riot- 
ing and plundering; (5) establish 
a program for feeding and caring 
for the health of enemy civilians, 
prevention of epidemics, promotion 
of sanitation and general welfare 
of the population. 

“The ultimate aim of Allied 
Military Government is to restore 


MAJOR FRANKFURTH 





the community government to its 
own people as soon as practicable, 
but under AMG supervision. I an- 
ticipate being assigned to hospital 
administration in occupied areas; 
however, the possibility exists that 
I may be given work in a general 
administrative capacity as a mili- 
tary governor of a town or city, or 
in some other phase of AMG activ- 
ity. I understand we will be given 
additional instruction in language, 
customs and habits of the popula- 


‘tion of specific areas which will be 


occupied by the military forces.” 


>» May. Vincent L. FRANFURTH, 
now neuropsychiatric consultant for 
the Infantry Replacement Training 
Center, Camp Croft, S. C., gives the 


following biographical account of 
his activities before entering the 
Medical Corps in 1942, and his va- 
rious assignments since he has been 
in service: 

“I graduated from Detroit Col- 
lege of Medicine and Surgery, now 
known as Wayne University, in 
June, 1931. From July 1931 to July 
1932, I interned at the Grace Hos- 
pital, Detroit. Following this there 
was a three months’ period of gen- 
eral practice, after which I decided 
to specialize. 

“I obtained an appointment as a 
resident at the Kalamazoo State 
Hospital where I remained until 
1935, when I was made assistant su- 
perintendent to the Michigan State 
Colony for Epileptics at Wahjam- 
ega, which is now known as Caro 
State Hospital. 

“T remained at Caro State Hospi- 
tal approximately a year, and then 
went to Flower and Fifth Avenue 
Hospitals, New York City, in the 
capacity of assistant superintend- 
ent, later becoming medical super- 
intendent. 

“T remained there about four and 
a half years until I became superin- 
tendent of the Orange General 
Hospital, Orlando, Fla. In Septem- 
ber 1941, I became president-elect 
of the Florida State Hospital Asso- 
ciation, and eventually entered 
military service July 12, 1942, com- 
ing to Camp Croft station hospital. 

“There I was assigned to neuro- 
psychiatric work in the induction 
center and on the wards, eventually 
becoming chief of the department 
of neuropsychiatry. This was fol- 
lowed by a transfer to the In- 
fantry Replacement Training Cen- 
ter as neuropsychiatric consultant 
in charge of the consultation cen- 
ter, where I am located at the 
present time. 

“There are many of my friends, 
both in and out of military service, 
to whom I wish to extend greetings 
and I wish them all the best of 
luck,” he concludes. 
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Thank You 
FOR BABY-SAN”’ 


FROM hundreds of supervisors and superintendents 

comes praise for Baby-San—purest, concentrated liquid 
castile baby soap. For Baby-San helps to reduce the strain on 
crowded, wartime nurseries. 

Baby-San saves time in bathing babies and produces a 
complete sanitary bath. The baby’s skin remains healthy and 
soft. Additional lubrication is not often necessary. 

In addition, Baby-San’s speedy, thorough removal of secreted 
substances assists in preventing the spread of skin infections 
among new arrivals. A fine film remaining on the infant’s body 
after the Baby-San bath guards against irritation or dryness. 
Thus does Baby-San ease the burdens of overworked supervisors, 
doctors and superintendents. 

More and more of America’s hospitals are using the simplified 


Baby-San technique. Why not join this growing trend—today!/ 
s | 
| : THE HUNTINGTON <> LABORATORIES INC 
i DENVER HUNTINGTON, INDIANA TORONTO 
AMERICA’S FAVORITE BABY SOAP 
MAKERS OF GERMA-MEDICA, AMERICA’S FINEST SURGICAL SOAP 








ee aeeigninnmtye Furniture for Nurses Homes 
by HILL- ROM © 


Nurses, whether in training or in 
service, are working long, hard 
hours these days. They need — and 
deserve—all the comfort and cheer 
that can be incorporated in their 
rooms. Hill-Rom offers furniture 
especially designed for nurses’ bed- 
rooms — for immediate shipment. 
Many of the pieces are interchange- 
able, so that any number of com- 
binations can be made. The posts 
and frameworks are of solid maple. 
Beds are available with all-steel 
National Flat fabric springs. Beds 
and dressers are equipped with 
casters. The chairs are usually fur- 
nished with washable mohair slip 
covers. 


HILL-ROM COMPANY, INC. 
Batesville, Indiana 


Send for literature showing Hill-Rom groupings for nurses’ rooms. 


¢a\, HILL-ROM FURNITURE 


FO R og Re Be ee es F rae 














Personnel Changes 


BLANCHE R. Metzcer, R.N., has 
resigned her position as superin- 
tendent of the Shelby (O.) Memo- 
rial Hospital, after completing 25 
years of service at the institution. 
JoserHine M. Hoover, R.N., for- 
merly superintendent of MacDon- 


ald House, University Hospital, 
Cleveland, assumed the superin- 
tendency of Shelby Hospital on 
April 1. 





Janet Korncotp, director of 
nurses at Fresno (Calif.) County 
General Hospital, and formerly of 
St. Luke’s Hospital, Chicago and 
Touro Infirmary, New Orleans, has 
been appointed director of nurses 
for the King County Hospital Sys- 
tem, Seattle. 





Harvey A. K. Wuirtney, chief 
pharmacist at the University Hos- 
pital of the University of Michigan, 
Ann Arbor, is retiring from this 
position to join the medical service 
department of the E. I. duPont de 
Nemours Co., in Richland, Wash. 
Don E. Francks, formerly assistant 
chief pharmacist, has assumed the 
duties of chief pharmacist. 

Mr. Whitney has been with the 
University Hospital since 1925. He 
is a former vice president of the 
American Pharmaceutical Associa- 
tion, a member of the Michigan 
Academy of Pharmacists, and 
founder of the American Associa- 
tion of Hospital Pharmacists. 





LouIsE SCHROEDER, formerly of 
the state nurses board, Columbus, 
O., is the new superintendent of 
Children’s Hospital, Akron. Her 
new assistant is HELEN E. GILLEs- 
PIE, a graduate of Johns Hopkins 
University Hospital and formerly 
attached to St. Luke’s Hospital, 
Cleveland. MADELINE SCHAUB, a 
graduate of Mt. Carmel Hospital, 
Columbus, and Buhl Hospital, 
Sharon, Pa., is the new instructor 
of nurses. 


Dr. Harry Y. RIGHTON has been 
elected president of the staff at St. 
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Joseph’s Hospital, Savannah, Ga. 
The new vice president is Dr. Ros- 
ERT LEE OLIVER. 





SisTER Mary BERNARD, formerly 
director of Lee Memorial Hospital, 
Dowagiac, Mich., has been trans- 
ferred to Mercy Hospital, Cadillac. 
SistER MAry IRENE has been ap- 
pointed director for Lee Memorial 
Hospital. 





Daisy DeErBysHiRE, formerly su- 
perintendent of the Danville (Va.) 
Community Hospital, has accepted 
the position of superintendent at 
Shenandoah Hospital, Roanoke. 





MyrtLe LIn-ey is the new super- 
intendent of Medical Professional 
Hospital, Corpus Christi, Tex. 





NELL Rasor has resigned her du- 
ties as assistant superintendent of 
Greenwood (S. C.) Hospital. She 
has been assistant at the institution 
since September. 





WILLIAM P. Stover has resigned 
as head of the Norwegian-American 
Hospital, Chicago, to become head 
of Manchester (Conn.) Memorial 
Hospital. 





FRANK A. THOMSON recently be- 
came head of the Scott and White 
Hospital, Temple, Tex. 





BERNADETTE HEINZEN, formerly 
superintendent of West Central 
Minnesota Hospital, Graceville, has 
resigned to enter the Navy Nurse 
Corps. MyrTLE JOHNSON is the new 
superintendent at West Central. 


LrEsTER E. RICHWAGEN is now su- 
perintendent of Mary Fletcher Hos- 
pital, Burlington, Vt. He was for- 
merly district manager of the Ver- 
mont War Production Board Office. 


EprrH MARDEN, R.N., is the new 
administrator of Morton Hospital, 
Tatinton, Mass. She formerly was 
head of the Waltham (Mass.) Hos- 
pital. 







Jane M. Boyp, administrator of 
the Homeopathic Hospital of Ches- 
ter County, West Chester, Pa., has 
been appointed superintendent of 
Butler County Memorial Hospital, 
succeeding MaBeL G. WILSON who 
retired from hospital work in Feb- 
ruary. 

Miss Boyd is a graduate of St. 
Vincent’s Hospital nursing school, 
Erie, and from 1935 to 1937 she 
served as supervisor of nurses at 
Butler Hospital, to which she is 
now returning as superintendent. 
She is a member of the Hospital 
Association of Pennsylvania, the 
American Hospital Association, and 
the American College of Hospital 
Administrators. 





Dr. J. C. GrosjEAN has succeeded 
Dr. C. A. Groomes as chief of staff 
for Mercy Hospital, Bay City, Mich. 





ANNA Byrp ANDERSON is the new 
administrator of the Front Royal 
(Va.) Community Hospital. 





Compr. ARTHUR C. CLAUSEN has 
recently been appointed chief of 
medicine at the new naval hospital 
at Santa Margarita Ranch, Ocean- 
side, Calif., according to an an- 
nouncement from the eleventh 
naval district. 





Dr. W. B. Buckner, formerly 
health commissioner for Albany, 
Ga., has resigned his position to be- 
come a resident physician at the 
Florida State Hospital in Chatta- 
hoochee. 





Harry Binion recently became 
manager of the Baldwin Memorial 
Hospital at Milledgeville, Ga. 





ANNA PEaArL Bares has succeeded 
VERA JACKSON as superintendent of 
nurses at the Payne County Masonic 
Hospital in Cushing, Okla. 





Tuap F. Conna.ty, formerly as- 
sistant superintendent at Meharry 
Medical College, will succeed W. 
DortcH Woop as superintendent of 
the Nashville (Tenn.) General Hos- 
pital. 





Mary B. MILter, former admin- 
istrator of the Presbyterian Hospi- 
tal of Pittsburgh and the Woman’s 
Hospital of Pittsburgh, units of the 
University of Pittsburgh Medical 
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Ask your local C.P.P. representative to quote you prices on the sizes and quantities you need, or write direct to: 


COLGATE-PALMOLIVE-PEET CO. 


Industrial Department Jersey City 2, N. J. 
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Center, will be the administrator of 
Ellwood City Hospital and the 
Mary Evans Maternity Hospital 
unit, Ellwood City, Pa., effective 
May 1. 

Miss Miller is a graduate of Belle- 
vue Hospital, New York City. She 
served that institution as supervisor 
of pediatrics and later of obstetrics, 
and was also superintendent of 
nurses at Wilkes-Barre, and at Poly- 
clinic Hospital, Philadelphia. 





EpirH _F. BENNETT, who was su- 
perintendent of Amesbury (Mass.) 
Hospital when it was changed from 
a private to a municipally owned 
hospital, has recently been re-elected 
superintendent, succeeding LILLIAN 
A. Sutton who has headed the hos- 
pital for the past 13 years. 





LILLIAN A. HOLLOHAN, superin- 
tendent of Indiana (Pa.) Hospital 
since 1929, resigned on March 1. 





Mrs. E. W. JoHNson is the new 
superintendent of Clark General 
Hospital, Vancouver, Wash. 


Mary A. FOoLey, nationally known 
as an authority on diets for dia- 
betics, died April 8, at Worchester, 
Mass., at the age of 51. 

A graduate of Worchester Clas- 
sical High School and Pratt Insti- 
tute, Brooklyn, N. Y., Miss Foley 
held several dietitian positions in 
hospitals throughout the United 
States. From 1921 to 1923 she was 
chief dietitian at Massachusetts 
General Hospital, and for the past 
12 years was consultant dietitian 
for the Mayo Clinic in Rochester, 
Minn., from which she retired in 
February. She has written several 
books on dietetics. 





Dr. WILLIAM G. TURNBULL, 68, 
medical director and superintend- 
ent of the Philadelphia General 
Hospital, died suddenly on March 
211i. 

Dr. Turnbull was born in Aledo, 
Ill., and graduated from Mon- 
mouth College in 1899 and from 





the Medical School of the Univer- 
sity of Pennsylvania in 1906. He 
was chief resident physician at the 
University Hospital from the time 
of his graduation until 1909, when 
he was named director of the State 
Tuberculosis Sanitorium at Cres- 


son. 

In 1912 Gov. Pinchot appointed 
Dr. Turnbull as deputy secretary 
of the state department of health. 
From that post he went to his posi- 
tion on the Philadelphia General 
Hospital staff. 


Dr. YANDELL HENDERSON, 70, di- 
rector of the Yale University Lab- 
oratory of Applied Physiology, died 
on February 19. He was an author- 
ity on the pharmacology and toxi- 
cology of gases and on the physi- 
ology of circulation and _ respira- 
tion. 


Dr. Major HENRY WorTHINGTON, 
64, superintendent of the Univer- 
sity of Illinois Research and Edu- 
cational Hospital, Chicago, for the 
past 13 years, died on February 27. 
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For many years questions relating to steril- 
ization have been cheerfully answered, most 
of them coming from the assumption that the 
gauge pressure always means that actual 
steam of the required temperature is present 
in the chamber of the sterilizer. Old gauges: 
can read too high or lint can clog the outlet 
and the operator is misled. The purpose of 
the DIACK Control is to assure that the 
proper conditions are present and you can 
be sure that given the right conditions the 
DIACK Control is going to prove them to you. 


It's the standard for checking sterilization 


Diack Contet: 





possible. 


MICHIGAN 








POSTWAR CONSTRUCTION 
QUESTIONNAIRE 


Response to the questionnaire sent out 
to hospitals in mid-March by the Com- 
mittee on Governmental Aid for Postwar 
Construction has been extremely gratify- 
ing. On March 20, answers have been 
received from 1,584 institutions. 


In view of the urgent need of this infor- 
mation, those who have not yet an- 
swered are urged to do so as soon as 


COUNCIL ON GOVERNMENT 


American Hospital Association 
18 E. Division St. 
Chicago 10, Ill. “ 
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| The Only Baby Bead Lettering 
Capable of Resisting Hydro- 
| chloric Acid are the Fused-in 


Letters of 
__ PROPPER © 
BABY IDENTIFICATION 


Beads 


This exclusive feature means greater as- 
surance for the mother . ... added protection 
for the hospital against baby mix-ups. 

Improved Propper Baby Beads are Ameri- 
can-made of indestructible reannealed glass. 
Recessed letters are applied by a special 
fusing process to insure permanency and 
greater legibility under all conditions. Not 

‘only do they resist commonly employed ster- 
ilizing mediums, baby oils and antiseptics 
- «+ they even resist hydrochloric acid. Be 
guided by your own unbiased comparison. 


FOR THE OPERATING 


Your dealer can supply you 


PROPPER 
MANUFACTURING €O. 


127 West 24th St. New York 








MODEL 927 


GOMCO Exeloscon Proof 
SUCTION AND ETHER UNIT 


Safety dictated the design of this modern, explosion- 
proof Gomco unit—safety plus effective performance in 
supplying suction and pressure for ether anesthesia. 
Motor and pumps are fully enclosed, switch is sealed- 
in construction—both motor and switch are fully 
approved by the Underwriters Laboratories for ethyl- 
ether atmospheres. Special ether bottle permits vapor- 
ization without hazardous warmer or heater. Overall 
construction of this practical unit is attractively modern 
—simple to operate—easy to keep clean. Full details 
in new Gomco Catalog, yours on request. 


GOMCO PORTABLE UNIT 
(Explosion Proof) 


Similar in performance and ap- 
plications to the above cabinet 





No. H367 Inland Bed 


Inland Beds cost less in the long run because no other 
hospital bed combines all these important advantages: 
1. Special type worm gear and ball bearings make oper- 
ation of crank operated back-rest and knee-rest virtually 
effortless. 2. Telescoping crank handl é t mar 
finish of bed. 3. Compression grease cups provide auto- 
matic lubrication. 4. Sagless double strand spring fabric. 
5. Three flexible steel bands for extra center support. 
We invite your inquiries on Inland Hospital Beds—Portable 
Bed Sides—Matt Cribs—B 

Member Hospital Industries Association 








model, this portable Gomco Suc- 
tion and Ether Unit can be readily 
carried by convenient handle from 
surgery to surgery. Motor and 
switch are approved by the Under- 
writers Laboratories for use in 
ethyl-ether atmospheres. Details 
on request. 





GOMCO SURGICAL MANUFACTURING CORP. 


81 ELLICOTT ST., BUFFALO 3, N. Y. 
MANUFACTURERS 


3921 S. Michigan Ave. ‘ib) Chicago 15, Illinois SuUM\ 
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INLAND BED COMPANY 


SUCTION AND 
ETHER EQUIPMENT 











11.561 Hospital Officers 
Are Journal Subscribers 


To its almost 12,000 officer-subscribers in 
American hospitals, the American Journal of 
Nursing wishes to express its cordial apprecia- 
tion. Many of you have been with us for 20 
or more consecutive years. 


To serve you during this difficult war period, 
we are constantly on the search for sound and 
practical data on all aspects of institutional 
nursing, with particular reference to-an easing 
of nurse-shortage conditions and the training 
and supervision of volunteers and other supple- 
mentary workers. Recent issues have contained 
a total of 40 original articles on such matters as 


—wartime adjustments in personnel prac- 
tices 


—how to enlist and retrain retired nurses 


—the efficient saving of materials and sup- 
plies, et cetera 


More, many more, equally useful articles 
along the same lines are scheduled for early 
publication together with a constant flow of 
fresh information on new or simplified nursing 
techniques and the many other changes and 
improvements of these stirring times. We will 
spare no effort to make our 12 issues for 1944 
more useful than any of their predecessors. 


If you are not already a Journal subscriber, 
or if your subscription is about to run out, fill 
in and return the convenient coupon below. 


AMERICAN JOURNAL OF NURSING 
1790 Broadway 
New York 19, New York 


Please enter the following subscriptions: 


l year $3.00 Two or more one-year 
2 years $5.00 subscriptions at $2.50 each 


NAME 
ADDRESS 


CITY AND STATE 
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WHEN YOU CHECK UP ON YOUR PLANT’S 
PAY-ROLL SAVINGS PLAN FIGURES! 


, mn days, things change with astonishing speed. 
The Pay-Roll Savings Plan set-up that appeared to be 
an outstanding job a short time ago, may be less than 


satisfactory today. 


How about checking up on the situation in your plant? 
Checking up to see if everybody is playing his, or her, 
part to the full measure of his, or her, ability. Checking 
up to see if ‘multiple-salary-families’ are setting cor- 


respondingly multiple-savings records. 


A number of other groups may need attention. For 
example, workers who have come in since your plant's 
last concerted bond effort. Or, those who have been 
advanced in position and pay, but who may not have 
advanced their bond buying accordingly. Or even 


w THE ATTACK 


those few who have never taken part in the plan at 
all. A little planned selling may step contributions up 


materially. 


But your job isn’t finished, even when you've jacked 
participation in your Pay-Roll Savings Plan up to the 
very top. You've still got a job before you—and a big 
one! It’s the task of educating your workers to the 
necessity of not only buying bonds, but of holding them. 
Of teaching your people that a bond sold before full 
maturity is a bond robbed of its chance to return its 


full value to its owner—or to his country! 


So won't you start checking ... and teaching ... 
today? 


War Bonds To Have And To Hold! 


The Treasury Department acknowledges with appreciation 
the publication of this message by 


HOSPITALS 


This is an official U. S. Treasury advertisement—prepared under auspices of Treasury Department and War Advertising Couneil 
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COLLEGE COURSES 








JUNIOR COLLEGE OF PHYSICAL THERAPY 


Twenty-sixth year—1944-1945 


PHYSICIANS’ COURSE—Short intensive course for grad- 
uates in medicine arranged at any time. 

JUNIOR COLLEGE OF PHYSICAL THERAPY—Two-year 
course for high school graduates, leading to degree of 
Associate in Science, Graduates in nursing or physical 
education and two-year college students admitted to 
senior year. X-Ray and Laboratory—combined with 
physical therapy or separately. 

MEDICAL ASSISTANT—One-year course for high school 
graduates. 

For catalog and terms of tuition address: 


Harry Eaton Stewart, M.D., President 
262 Bradley St., New Haven, Conn. 





FOR SALE 


X-RAY APPARATUS, Includes Snook transformer, Gen- 
eral Electric X-P tube, timer, stabilizer, and other 
items, in excellent condition. Inquire Western Maine 
Sanatorium, Greenwood Mountain, Maine. 

REBUILT ic Selective Candy Bar Vending Machines, lic 
Person Weighing Scales, and lc Jergens Lotion Dis- 
pensing Machines for use in hospital waiting rooms 
and nurses quarters. Write H. ADAIR COMPANY, 
Box 166, Oak Park, Illinois. 


POSITICNS OPEN 


WANTED—Qualified x-ray technician for 200-bed hos- 
pital. Excellent salary and working conditions. Apply 
The Children’s Hospital, Washington, D. C. 

A CERTIFIED PATHOLOGIST, full time, wanted May Ist. 
Modern, approved hospital, some teaching in School of 
Nursing. Write all about yourself. Chas. J. Cotter, supt., 
Washington County Hospital, Hagerstown, Maryland. 

DIRECTOR OF NURSES with college degree on or about 
June 1. Approved school of nursing—165 bed capacity. 
Salary commensurate with experience and ability. Ap- 
ply: Director, Women’s and Children’s Hospital, Toledo, 

oO. 

WANTED: NURSING ARTS INSTRUCTOR for 155-bed 
hospital located in beautiful residential city. U. S. 
Cadet Nurse Corps student body membership 125. Be- 
gin September ist. Salary open. Also EDUCATIONAL 
DIRECTOR and SCIENCE INSTRUCTOR same Insti- 
tution. Salary open. Write Director of Nurses, St. 
Luke’s Methodist Hospital, Cedar Rapids, Iowa. 

WANTED: ASSISTANT ADMINISTRATOR-MEDICAL AS- 
SISTANT SUPERINTENDENT; general hospital affil- 
iated with Western Reserve Medical School. Experi- 
ence in hospital administration not required. Address 
Box A-1, HOSPITALS. 

WANTED—tTwo registered nurses interested in pediatric 
general duty. Forty-four hour week. Salary $150 per 
month, plus two meals per day. Seventy-bed hospital, 
active service. Nurses live out. Classes may be taken 
for credit at the University of Oregon any quarter. 
Apply Superintendent, Doernbecher Children’s Hos- 
pital, 3181 S. W. Marquam Hill Road, Portland 1, Ore- 
gon. 

PHYSIOTHERAPY TECHNICIAN for 320-bed hospital; 
Salary open. The Toledo Hospital, North Cove Boule- 
vard, Toledo, Ohio. 

Positions open to two LABORATORY TECHNICIANS in 
100-bed, fully approved general hospital. Grace Hos- 
pital, Morganton, North Carolina. 

ASSISTANT DIETITIAN wanted by general hospital in 
city 50 miles from Columbus, Ohio. Teaching and 
supervision of special diet kitchen chief duties. Open- 
ing May 1 at $125 per month plus full maintenance. 
Address Box B-1, HOSPITALS. 


ZINSER PERSONNEL SERVICE 
1551 Marquette Building 
Chicago, Illinois 


NURSES, TECHNICIANS, DIETITIANS, PHYSICIANS, 
NURSE SUPERINTENDENTS and INSTRUCTORS— 


We can help you secure positions! 





















































AMERICAN HOSPITAL BUREAU 
1825 Empire State Building 
New York City 
Charlotte M. Powell, R.N., Director 


WE SPECIALIZE in the placements of a superior class of 
Professional Personnel and our service to the Hospi- 
tals and allied fields is nation wide. 

WHETHER YOU be an Administrator seeking well-quali- 
fied applicants for your positions or an Applicant 
prepared for and interested in positions of responsi- 
bility—of which we have an ever increasing list— 
write us and we shall be giad to help you. 

WE MAKE no charge for Registration and our service is 
an absolutely confidential one. 


POSITIONS OPEN 


INTERSTATE HOSPITAL AND PERSONNEL BUREAU 
Mary E. Surbray, R.N., Director 
333 Bulkley Building 
Cleveland, Ohio 
SUPERINTENDENT: (a) Graduate nurse; experienced. 
135-bed hospital, western Iowa; accredited school. 
$275, maintenance. (b) 60-bed hospital, eastern Ken- 
tucky. $200, maintenance. (c) 100-bed Psychopathic 
hospital, east. Salary $400. (d) 50-bed Ohio hospital. 
$275, maintenance. 
ADMINISTRATOR: (a) 110-bed hospital, no school. South- 
east. Salary $5,000. (b) 150-bed Ohio hospital. Salary 


$6,000. 

DIRECTOR OF NURSING: (a) College credits. 100-bed 
West Virginia hospital; newly organized school; $250, 
maintenance. (b) 175-bed hospital, Pennsylvania. $225, 
maintenance, increase. (c) 165-bed Iowa hospital; at- 
tractive location; $200, maintenance. (d) 75-bed South 
Dakota hospital; school of nursing. 

DIRECTOR OF NURSING: (a) Degree. 300-bed eastern 
hospital; Salary $275, maintenance. (b) 145-bed hos- 
pital, university town, Pennsylvania. $250, mainte- 
nance. Teaching experience acceptable. (c) 260-bed 
Ohio hospital; well organized school. $275, mainte- 
nance. Open August. 

EDUCATIONAL DIRECTOR: (a) 250-bed hospital, mid- 
western university center. Excellent teaching unit; 
$200, maintenance. (b) Many other attractive teach- 
ing openings; all locations. 

RECORD LIBRARIAN: 250-bed hospital, mid-western 
city. Salary $150, maintenance. 














POSITIONS WANTED 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 

Palmolive Building 

Chicago, Illinois 
ADMINISTRATOR—University degree in Business Ad- 
ministration; splendid background of experience in 
hospital administration; has contributed extensively 
to hospital organization and management, taking 
active part in national and local hospital affairs; 
Fellow American College of Hospital Administrators. 
DIRECTOR OF NURSES—Professionally trained in large 
teaching hospital; A.B. degree state university; sev- 
eral years teaching experience; past two years, as- 
sistant director of nurses, fairly large hospital; 


age 35. 

PATHOLOGIST—Diplomate American Board Pathology; 
past seven years, director of laboratories, fairly large 
hospital, and on faculty in university medical school; 
in early forties. 

PURCHASING AGENT—Graduate nurse past sixteen 
years, administrator, 150-bed hospital; duties have 
included charge of all purchases; prefers appointment 
with large hospital permitting her to limiting duties 
to purchasing with, perhaps, those of assistant to 
administrator. 

RADIOLOGIST—Diplomate American Board; four years 
in specialized practice during which time he served 
several hospitals as consultant; several years, in 
charge of department of radiology, teaching hospital, 
during which time he held an important faculty ap- 
pointment; age 40 

RESIDENT—Young physician is available immediately 
for residency in surgery; exempt from military serv- 


ice. 

RESIDENT—Young physician, now on industrial staff of 
large company, is available for residency affording 
training in obstetrics-gynecology; ineligible military 


service. 

RESIDENT—Young physician, now serving junior resi- 
dency, will be available October 1 for residency in 
surgery or medicine. 

TUBERCULOSIS SPECIALIST—Well trained in medicine, 
including x-ray interpretation of chest, is available: 
past eight years, in charge, tuberculosis unit of 300 
beds; recognized as enthusiastic leader, able adminis- 
trator, capable specialist. 





AZNOE'S-WOODWARD MEDICAL PERSONNEL BUREAU 
Ann Ridley Woodward, Director 
30 North Michigan Avenue 
Chicago 2, Illinois 
ROENTGENOLOGIST: Diplomate American Board, grad- 
uate Johns Hopkins; age 51, American, Protestant, 
eee professional record; highly recommended. 
= o 
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POSITIONS WANTED 


Position -_Wanted; ENGINEER, age 42, married, desires 
connection in Eastern States. 12% years in last posi- 
tion in charge of power plant, building alterations, 
maintenance, new construction, laundry and real es- 
tate. Address Box Z-1, HOSPITALS 

ADMINISTRATOR—Southerner, age 38, degree business 
administration thorough knowledge of hospital ac- 
counting, several years’ experience as hospital ad- 
ministrator, desires change due to living conditions. 
Address Box X-1, HOSPITALS. 

ADMINISTRATOR—Age 39, college degree, thorough 
knowledge of hospital accounting and purchasing, 
several years’ experience as administrator in psy- 
chiatric and tubercular hospital work. Address Box 
Y-1, HOSPITALS. > 


POSITIONS OPEN 


AZNOE'S-WOODWARD MEDICAL PERSONNEL BUREAU 
Ann Ridley Woodward, Director 
30 North Michigan Avenue 
Chicago 2, Illinois 

MALE ADMINISTRATORS: (A) 150-bed industrial hos- 
pital caring for employees and families; accounting 
experience desirable; West; salary open. (B) 135-bed 
north central hospital; salary dependent qualifica- 
tions. (C) Experiénced; 135-bed Ohio hospital; salary 
commensurate ability. 

NURSE ADMINISTRATORS: (A) Thriving 100-bed mid- 
western hospital, training school, good financial con- 
dition; salary dependent qualifications. (B) Numerous 
other administrative openings, all sections, worth 
while salaries. 

ANESTHETIST: (A) New 150-bed western government 
hospital requires well trained person; $300 monthly, 
four Anesthetists employed, good working conditions. 
(B) Many other openings, all areas, salaries to $250, 
maintenance. 

DIRECTRESS OF NURSES: Many excellent opportuni- 
ties, all sections of the country, up to $275, main- 
tenance. 

DIETITIAN: Qualified teach, eastern university hospital, 
attractive location; salary open. 

ASSISTANT EXECUTIVE SECRETARY: With degree, for 
western State Board appointment; young woman pre- 
ferred, to assist inspection training schools; $200 
monthly, travelling expenses. 

EXECUTIVE HOUSEKEEPER: Well-rated 100-bed hos- 
pital near Cleveland; $150, maintenance. 

HOSTESS: Nurses’ Home, 150-bed Virginia hospital; older 
graduate nurse preferred; $135, full maintenance. 
OPERATING ROOM: (A) Supervisor; large Florida hos- 
pital, very desirable location; $220 monthly. (B) 
pe post graduate required; western mining hos- 

$200, full maintenance. 

PHYSICAL THERAPIST: Charge newly established de- 
partment, 300-bed midwestern hospital; experience, 
executive ability important qualifications; $200 or 
more, partial maintenance. 

RECORD LIBRARIAN: Well-equipped, beautifully locat- 
ed 150-bed Pennsylvania hospital; salary open. 

VISITORS TO TRI-STATE HOSPITAL ASSEMBLY 
are urged to visit us at Booth 131. 


THE MEDICAL BUREAU 
Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


























ADMINISTRATORS 
hospital; million-dollar addition contemplated; pre- 
ferably someone qualified to succeed present adminis- 
trator upon retirement. (b) Administrator; munici- 
pally-operated hospital located in college town; 
minimum five years’ experience required; South. (c) 
Medical director and assistant superintendent; uni- 
versity hospital; possibility of considering well quali- 
fied layman with outstanding experience. (d) Medical 
administrator; university group; bed capacity almost 
1,000 adequate administrative staff; thoroughly ex- 
perienced. (e) Assistant superintendent; young lay- 
man or graduate nurse; 400-bed hospital; East. (f) Ad- 
ministrator; graduate nurse to re-organize 80-bed hos- 
pital; town of 30,000 located short distance from sev- 
eral large cities: $4000-$5000, maintenance. H5-1 

NURSE EXECUTIVES—(a) Superintendent; new hospital 
to be opened July 1; municipally operated; winter 
resort town, Florida. (b) Director of nurses; general 
hospital averaging 200 patients; $300, maintenance; 
Pacific Northwest. (c) Superintendent; beautifully 
built and situated hospital of fifty beds; splendidly 
equipped and furnished; opened two years ago; small 
town, Middle West; sponsored by well-known founda- 
tion. (d) Assistant director of nurses; teaching hos- 
pital; East. (e) Director of nurses; 225-bed hospital; 
staff includes assistant director, two instructors, two 
assistant instructors; $3,000, maintenance; Southeast. 
(f) Superintendent; general hospital; college town of 
10,000; New England. (g) Director of nurses; fairly 
large hospital; all-graduate nursing staff; preferably 
director interested in public health nursing; minimum 
$300; Chicago area. (h) Director of nurses and assist- 
ant director; small hospital specializing in orthopedic 
surgery and having university affiliations; well quali- 
fied surgeons all Board men; much sought-after loca- 





eet minimum salary for a $3600 complete 
tenance; Rawr ord 

ANABSTHETIST S—(a) Beautiful new hospital; $250 with 
maintenance or $300 without; Pacific Coast. (b) To 
become associated with group staffed by twelve spe- 
cialists, all splendidly qualified; duties consist of ad- 
ministering anaesthesia in two hospitals; $290, early 
.increase to $250. (c) Two anaesthetists; general hos- 
pital, well equipped with modern surgery; transpor- 
tation provided; Hawaii. (d) Small hospital; small 
resort district, southern Michigan; $250, maintenance. 
(e) To assist medical anaesthetist in private and hos- 
pital practice; interesting proposition; East. H5-3 

FACULTY APPOINTMENTS—(a) Educational director 
and nursing arts instructor; large institution with 
daily average of approximately 500 patients; service 
predominantly surgical; student body of 240; graduate 
nurse staff of 80; duties of educational director in- 
clude planning of curriculum, rotation of students, 
pa gg of records and possibly teaching one 

rse; salary for former, $2800-$3000; for latter, 

$2600- $2800. (b) Science instructor; fairly large hos- 
pital, Hawaii; $225, maintenance. (c) Educational 
director; fairly large school having collegiate school 
of nursing; southern California. (d) Nursing arts in- 
structor; 50 students; Boston area. (e) Educational 
director; school of 65 students; $200, complete main- 
tenance; Hawaii. H5-4 

SUPERVISORS (a) Operating-room supervisor; medium- 
sized hospital; $175, complete maintenance, or $225 
without maintenance; Hawaii. (b) Medical and sur- 
gical floor supervisors; large institution; daily aver- 
age of approximately 500 patients; service predomi- 
nantly surgical; student body of 240; graduate nurse 
staff of 80; salaries start at $2500. (c) Obstetrical 
supervisor; new hospital of 200 beds; considerable 
experience required; $2850. (d) Obstetrical supervisor; 
40-bed department; duties confined to administering 
service; $150, maintenance; summer resort town; 
Atlantic Seaboard. (e) Pediatric supervisor; fairly 
large hospital, beautifully located, overlooking Lake 
Washington and Olympic Mountains; $200, main- 
tenance. (f) Operating room supervisor; large teach- 
ing hospital; approximately 450 general cases each 
month; no teaching duties; staff includes assistant 
supervisor, six scrub nurses; East. H5-5 

STAFF NURSES—(a) Operating room nurse; industrial 
hospital averaging 50 patients; excellently equipped, 
modern every respect; $200, maintenance; Southwest. 
(b) Three general duty nurses; small hospital; two- 
year contract; $175, maintenance; Latin America; 
transportation provided; knowledge of Spanish re- 
quired. (c) Two general duty nurses; small hospital 
operated by group clinic; active out-patient depart- 
ment; hospital fully approved; town of 8,000; short 
distance from San Francisco; $140, maintenance. (d) 
Three surgical nurses; fairly large hospital; Hawaii; 
$130, maintenance. (e) Staff nurses; hospital of large 
sugar company, Hawaii; $110, plus bonus of 25%, 
complete maintenance; transportation from home to 
Hawaii. (f) Surgical supervisor and several general 
duty nurses; orthopedic department, university group; 
$175-$200. H5-6 

TECHNICIANS—(a) Chief technician; two assistants; 
200-bed hospital; southern California. (b) X-ray and 
laboratory technician; 300-bed hospital; midwestern 
town of 67,000; minimum $200, complete maintenance. 
(c) Chief technician; large hospital; must be quali- 
fied; instruct students in x-ray technique; $250; 
Middle West. (d) Physical therapist; group associa- 
tion; southern California. H5-7 

RECORD LIBRARIANS—(a) Small, private hospital; 
winter resort town; Florida; $150, maintenance. (b) 
Large municipal hospital; town of 80,000 located mid- 
way between Los Angeles and San Francisco; $160, 
including meals. (c) Medium-sized hospital; town of 
40,000 located on Lake Michigan in Wisconsin, ap- 
proximately two hours from Chicago; outstanding 
person who can take complete charge of department 
required; $200, maintenance. (d) General hospital of 
300 beds; town of 80,000 in Canada, approximately 
hundred miles from U. S. border. H5-8 

DIETITIANS—(a) Several dietitians to join staff of large 
industrial company; clinic in connection having all 
specialties; $250-$300; Pacific Coast. (b) Director and 
assistant director of nutrition service, large profes- 
sional organization; ability in administration, ex- 
perience in working in large complex organization, 
thorough understandng of community organization in 
urban and rural communities required; interesting 
connections. (c) Chief dietitian; tuberculosis hospital; 
small town, located less than hour’s ride from New 
York City. (d) Dietitian to take complete charge of 
department in small hospital; transportation pro- 
vided; Hawaii. H5-9 

MISCELLANEOUS—(a) Industrial and public health staff 
nurses; permanent; large industrial company; salaries 
start at $250. (b) College nurse to take charge of 
boarding school group approximately 60 girls of high 
school age and 15 faculty; day school of 250 students; 
staff includes school physician who is responsible for 
entire health program; opportunity for continuing 
studies toward degree or for taking special courses 
in public health at nearby university. (c) Industrial 
nurse: fairly large plant; Chicago. H5-10 

EXECUTIVE HOUSEKEEPERS-—(a) To take complete 
charge and reorganize department in hospital of 200 
beds; university town; Middle West. (b) To take com- 
plete charge of housekeeping department, 400-bed 
hospital; South. H5-11 
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A r) 
To complement the surgeons shill 
Continuous research ...constant laboratory surveillance... the most advanced processes... 


under single ownership-management from raw material to sterile strand. 


COPYRIGHT 1944. ETHICON SUTURE LABORATORIES, DIVISION OF JOHNSON & JOHNSON. NEW BRUNSWICK, N. J. 


HOSPITALS 





One of the 21 chemical, biological, and bacteriological inspections constantly 


Safeguarding 


MATL. DMM ONS 


These are the Baxter Vacoliters which keep 


Baxter Solutions safe from laboratory to infusion. 


PRODUCTS OF 


BAXTER LABORATORIES 


Glenview, Illinois + College Point, New York * Acton, Ontario + London, England \ 
PRODUCED AND DISTRIBUTED IN THE ELEVEN WESTERN STATES BY DON BAXTER, INC., GLENDALE, CALIFORNIA 


Distributed east of the Rockies by 


AMERICAN HOSPITAL SUPPLY CORPORATION 


CHICAGO e NEW YORK 








TO SERVE THE MOST 


Good food for pleased guests! Adopt that 
simple formula and the world of diners-out 
—who know quality when they taste it—will 
beat a path to your door. It’s so easy! Make 
it a rule to serve Sexton’s—especially in 
such important adjuncts as pickles and 


relishes. Just look at them! Picked exclu- 





sively for your table, processed and packed 





to meet your particular needs, in Sexton’s 


own Sunshine Kitchens—they have eye- YX, / Fo L for Pleased Yueals 


appeal that will provoke the most reluctant 
appetite and a tongue-tingling tanginess 


that will please your guests. 


JOHN SEXTON & CO. 1944 





